ORIGINAL 049

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION 1. IDENTIFICATION, GENERAL INFORMATION, AND CEBE&WE D

This Section must be completed for all projects. JuL 6 201
Facility/Project Identification H

Facility Name: Saint Francis Hospital SERVICES REVIEW BOARD
Strest Address: 355 N. Ridge Avenue

City and Zip Code: _ Evanston, IL 60202

County: Cock Health Service Area V-l Health Planning Area: A-08

Applicant /Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Saint Francis Hospital

Address: 355 N. Ridge Avenue Chicago, IL_60202
Name of Registered Agent: Ms. Sandra Bruce

Name of Chief Executive Officer:  Jeffrey Murphy

CEQ Address: 355 N. Ridge Avenue Chicago, IL 60202
Telephone Number: 847/316-2352

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation ] Partnership
O For-profit Corporation ] Governmental
OJ Limited Liability Company L] Sole Proprietorship O Other

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

Primary Contact

[Person to receive all correspondence or inquiries during the review period)
Name: Anne M. Murphy

Title: Partner

Company Name; Holland + Knight

Address: 131 South Dearbom Street Chicago, IL 60603

Telephone Number:  312/578-6544

E-mail Address: Anne.Murphy@hklaw.com

Fax Number: 312/578-6666

Additional Contact
[Person who is also authorized to discuss the application for permit]

Name: none

Title:

Company Name;

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOQIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project ldentification

Facility Name: Saint Francis Hospital

Street Address: 355 N. Ridge Avenue

City and Zip Code; Evanston, IL 60202

County: Cook Health Service Area V-l Health Planning Area:  A-08

Applicant /Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Resurrection Health Care Corporation
Address: 355 N. Ridge Avenue Chicago, IL 60202
Name of Registered Agent. Ms. Sandra Bruce

Name of Chief Executive Officer.  Jeffrey Murphy

CEOQO Address: 355 N. Ridge Avenue Chicago, IL 60202
Telephone Number: 847/316-2352

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation O Partnership
] For-profit Corporation ] Governmental
] Limited Liability Company (] Sole Proprietorship (M| Other

o Corporations and limited fiability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearbom Street  Chicago, IL 60603

Telephone Number:  312/578-6544

E-mail Address: Anne.Murphy@hklaw.com

Fax Number: 312/578-6666

Additional Contact
{Person who is also authorized to discuss the application for permit]

Name: none

Title;

Company Name;

Address:

Telephone Number:

E-mail Address:

Fax Number:




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION |. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Saint Francis Hospital

Street Address: 355 N. Ridge Avenue

City and Zip Code: _ Evanston, IL 60202

County: Cook Health Service Area V-l Health Planning Area:. A-08

Applicant /Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Provena Health

Address: 19065 Hickory Creek Drive Mokena, IL 60631
Name of Registered Agent: Mr. Guy Wiebking

Name of Chief Executive Officer:  Mr. Guy Wiebking

CEO Address: 19065 Hickory Creek Drive Mokena, IL 60631
Telephone Number: 708/478-6300

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation Ol Partnership
] For-profit Corporation O Governmental
'l Limited Liability Company [l Sole Proprietorship | Other

o Corporations and limited liability companies must provide an lllinois certificate of good '

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

Primary Contact

[Person to receive all correspondencs or inquiries during the review period]
Name: Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearbom Street Chicago, IL 60603

Telephone Number:  312/578-6544

E-mail Address: Anne.Murphy@hklaw.com
Fax Number; 31215786666
Additional Contact

{Person who is also authorized to discuss the application for permit}
Name: none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number,




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Saint Francis Hospital

Street Address: 355 N. Ridge Avenue

City and Zip Code: _Evanston, I 60202

County: Cook Health Service Area V-l Health Planning Area._A-08

Applicant /Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Cana Lakes Heaith Care

Address: 7435 West Talcott Avenue

Name of Registered Agent. Ms. Sandra Bruce

Name of Chief Executive Officer.  Ms. Sandra Bruce

CEOQ Address: 7435 West Talcott Avenue Chicago, IL 60631
Telephone Number: 773/792-5555

Type of Ownership of Applicant/Co-Applicant

X Non-profit Corporation ] . Partnership
] For-profit Corporation | Governmental
O Limited Liability Company O] Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

APREND DOCUMENTATION AS ATTACHMENT1 IN NUMERIC SEQUENTIAUORDER AETER THE LAST PAGE OF THE i )
FaPPLICATION FORY, WT— R N R

Primary Contact

[Person to receive all correspondence or inquiries during the review period]
Name:; Anne M. Murphy

Title: Partner

Company Name: Holland + Knight

Address: 131 South Dearbomn Street Chicago, IL 60603

Telephone Number:  312/578-6544

E-mail Address: Anne.Murphy@hklaw.com

Fax Number: 312/578-6666

Additional Contact
[Person who is also authorized to discuss the application for permit]

Name; none

Title:

Company Name:

Address:

Telephone Number:

E-mail Address:

Fax Number:




Post Permit Contact
[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE
EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960

Name: Jeffrey Murphy

Title: Executive Vice President/CEQ
Company Name: Saint Francis Hospital

Address: 355 Ridge Avenue Evanston, IL
Telephone Number:  847/316-2352

E-mail Address: Jeff. Murphy@reshealthcare.org
Fax Number: 847/316-4500

Site Ownership
[Provide this information for each applicable site]

.| Exact Legal Name of Site Owner. Resumection Services

Address of Site Qwner: 7447 West Talcott Chicago, IL

Street Address or Legal Description of Site: 355 Ridge Avenue Evanston, IL
Proof of ownership or controf of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statement, tax assessor's documentation, deed, notarized statement of the corporation

attesting to ownershlp, an option to lease, a |etter of mtent to Iease ora Iease

- APPEND DOCUMENTATION AS A! !ACHMENT-z, IN-'NUMERIC SEQUENTIAL ORDER AFI'ER THE LAST PAGE OF THE oo
- APPLICATION FORM. ., ... .- - . . R s e

Operating Identity/Licensee
[Provide this information for each applicable facility, and insert after this page.]

Exact Legal Name: Saint Francis Hospital

Address: 355 Ridge Avenue Evanston, IL

X Non-profit Corporation 7 Partnership

O For-profit Corporation ! Governmental

OJ Limited Liability Company Ol Sole Proprietorship U] Other

o Corporations and limited liability companies must provide an lllinois Certificate of Good Standing.

o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of

ownership.

r " e
l JAPPEND DOCUMENTATION AS. ATTACHMENT—G IN NUMERK: SEQUENT]AL ORDER AFTER THE LAST PAGE OF THE s

APPLICATIONFORM. - ... .- R PP S S SR

Organizational Relationships

Provide (for each co-applicant) an organizational chart containing the name and relationship of any
person or entity who is refated (as defined in Part 1130.140). If the related person or entity is participating
in the development or funding of the project, describe the interest and the amount and type of any

flnanCIaI contrlbutlon

T Ff” -
. APPEND DOCUMENTATION AS ! |ACHMEET—4. IN NUMERIC SEQUENTIAL ORDER AFJ'ER THE LAST PAGE OF THE
| APPLICATION FORM. o . e e .




Flood Piain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2005-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements
please provide a map of the proposed project location showing any identified floodplain areas. Floodptain

maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.org. This map must be in a
readable format. In addition please provide a statement attesting that the project complies with the

requirements of lllinois Executive Order #2005-5 {http:/iwww.hisrb.illinois.gov).

APPEND DOCUMENTATION AS ATTACHMENT -5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. . e . _ —

Historic Resources Preservation Act Requirements
{Refer to application instructions.]

Provide documentation regarding compliance with the requirements of the Historic Resources
Preservation Act.

APPEND DOGUMENTATION AS ATTACHMENT-5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM. A : SR :

DESCRIPTION OF PROJECT

1. Project Classification
[Check those applicable - refer to Part 1110.40 and Part 1120.20(b)]

Part 1120 Applicability or Classification:
Part 1110 Classification: [Check ona anly.]
] Substantive (] Part 1120 Not Applicable

[ Category A Project
X Non-substantive X Category B Project

[] DHS or DVA Project




2. Narrative Description

Provide in the space below, a brief narrative description of the project. Explain WHAT is to be done in State Board
defined terms, NOT WHY it is being done. 1f the project site does NOT have a street address, include a legal
description of the site. Include the rationale regarding the project's classification as substantive or non-substantive.

The proposed project is limited to a change of ownership of Saint Francis Hospital, a
271-bed community hospital located in Evanston, lllinois. The proposed change of ownership is
a result of the impending merger of the Resurrection and Provena systems through a common
“super parent’ corporation that will become the parent entity of Resurrection Health Care
Corporation (the current Resurrection system parent) and Provena Health (the current Provena

system parent).

It is the expectation of the applicants that, for a minimum of two years following the
change of ownership, all programs and services currently provided by Saint Francis Hospital will
continue to be provided, and consistent with INFSRB requirements, access to the hospital's
services will not be diminished. The licensee will continue to be Saint Francis Hospital.

The proposed project, consistent with Section 1110.40.a, is classified as being “non-
substantive” as a result of the scope of the project being limited to a change of ownership.

Please refer to the “Project Overview” for a summary of the transaction.




Project Costs and Sources of Funds Saint Francis Hospital

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a

project or any component of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or dollar value {refer to Part 1130.140) of the component must be included in the estimated
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must

equal.

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Preplanning Coslts

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modermization Contracts

Contingencies

Architectural/Engineering Fees

Consulting and Other Fees

$566,667

Movable or Other Equipment (not in construction
contracts)

Bond Issuance Expense (project related)

Net Interest Expense During Construction {project
related)

Fair Market Value of Hospital

$304,822,286

Other Costs To Be Capitalized

Acquisition of Building or Other Property {(excluding
land}

TOTAL USES OF FUNDS

$305,388,953

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

$566,667

Pledges

Gifts and Bequests

Bond Issues (project related)

Mortgages

Fair Market Value of Hospital

$304,822,286

Govemmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

$305 388 953




Related Project Costs
Provide the following information, as applicable, with respect to any land related to the project that
will be or has been acquired during the last two calendar years:

Land acquisition is related to project X Yes ] No
Purchase Price: & not applicable
Fair Market Value: $ not applicable

The project involves the establishment of a new facility or a new category of service
X Yes ] No

If yes, provide the dollar amount of all non-capitalized operating start-up costs (including
operating deficits) through the first full fiscal year when the project achieves or exceeds the target
utilization specified in Part 1100.

Estimated start-up costs and operating deficit cost is $§ __none

Project Status and Completion Schedules

Indicate the stage of the project's architectural drawings:
X None or not applicable (] Preliminary
[[1 Schematics [ Final Working

Anticipated project completion date (refer to Part 1130.140): __September 30, 2011

Indicate the following with respect to project expenditures or to obligation (refer to Part
1130.140);

[[] Purchase orders, leases or contracts pertaining to the project have been executed.
[] Project obligation is contingent upon permit issuance. Provide a copy of the
contingent “certification of obligation” document, highlighting any language related to
CON Contingencies

State Agency Submittals

Are the following submittals up to date as applicable:
X Cancer Registry
X APORS please see documentation requested by State Agency staff on following pages
X All formal document requests such as IDPH Questionnaires and Annual Bed Reports been
submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being
deemed incomplete.
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i . Phone: 217-785-7126

 FAX: 217-524-1770

* From: Rose, Kevin [mailto:Edwin.Rose@provena.org]
. Sent: Wednesday, February 16, 2011 12:42 PM

To: Fomoff, Jane

Subject: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical Cente

" Dear Jayne -

Thank you for working with me and staff at the local Provena ministries to assist us in

- improving our Adverse Pregnancy Qutcome Reporting System (APORS) results. To

summarize our conversation, the APORS reporting level at Provena St. Mary's Hospital is 77

" and at Provena Mercy Medical Center is 75%. Given that each ministry’s reporting level is

only slightly below target and that each ministry is making a good faith effort to improve it:
* reporting process such that they achieve target going forward, you will be recommending t
" Tlinois Health Fadlities and Services Review Board staff that review of any future certificate
. of need applications by Provena Health/Provena Hospitals be allowed to proceed, and that
. APORS reporting will not be a matter impacting project completeness.

Please respond back to confirm that you agree with this, and that I have accurately

" summarized our call. Thanks again - and I look forward to working with you and staff at ti
" Provena ministries to ensure that we meet our targets in the future.

Sincerely,

" Kevin

- Kevin Rose

System Vice President, Strategic Planning & Business Development

Provena Health

19065 Hickory Creek Drive, Suite 300

| IFIPRRIF Y, T8 I I T TR, T DO, [, T, JRPPURPINL [, I fomm s VT rbe s T et mmsmrTea—1IVEEATITINA 2N
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 From: Formoff, Jane [mallto:Jane.Fornoff@Iinois.gov]

- Sent: Thursday, February 17, 2011 1:28 PM

. To: Rose, Kevin

i Cct Roate, George

. Subject: RE: APORS Reporting - Provena St. Mary's Hospital and Provena Mercy Medical
. Center

Dear Kevin,

* Iamglad that you and the staff at Provena St. Mary’s and Provena Mercy Medical Center a
. working to improve the timeliness of APORS (Adverse Pregnancy Outcome Reporting

System), As I am sure you know, timely reporting is important because it helps assure tha
. children achieve their full potential through the early case-management services provided t
- APORS cases.

~ As we discussed, since their current reporting timeliness Is close to the compliance level,

provided each ministry continues to make a good faith effort to improve its reporting proce

I will be recommending to Illinois Health Facilities and Services Review Board staff that
~ review of any future certificate of need applications by Provena Health/Provena Hospitals b
allowed to proceed, and that APORS reporting will not be a matter impacting project

completeness.

. Jane

" Jane Fornoff, D.Phil.

Perinatal Epidemiologist

* Ilinois Department of Public Health

Adverse Pregnancy Outcomes Reporting System

535w Jefferson St, Floor 3

. Springfield, IL 62761

Tttt M1 TN 1 1A cnnll livra Aanaaa tnnil MulaswT Jaké anmerDn—TINKEAD2INA laYiala YisTaR N




Provide in the following format, the department/area DGSF or the building/area BGSF and cost. The type
of gross square footage either DGSF or BGSF must be identified. The sum of the department costs
MUST equal the total estimated project costs. Indicate if any space is being reallocated for a different
purpose. Include outside wall measurements plus the department's or area’s portion of the surroundin
circulation space. Explain the use of any vacated space. :

Gross Square Feet Amount of Propose_lt_:lh?t)::! Gross Square Feet

New Modemized Asls Vacated
Space

Dept./ Area Cost Existing | Proposed

REVIEWABI.E
Medical Surgical
Intensive Care
Diagnostic
Radiology

MR

Total Clinical

Const,

NON
REVIEWABLE
Administrative
Parking

Gift Shop

Total Non-clinical
TOTAL_

TAPPEND DOCUMENTATION AS ATTACHMENT-9YIN NUMERIC SEQUENTIAL'ORDER AFTER THE LAST PAGE OF, THE
TAPPLICATION FORM.

Cost Space Requirements not applicable




Facility Bed Capacity and Utilization

Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of
the project and insert following this page. Provide the existing bed capacity and utilization data for the
latest Calendar Year for which the data are available. include observation days in the patient day
totals for each bed service. Any bed capacity discrepancy from the Inventory will result in the
application being desmed incomplete.

FACILITY NAME: Saint Francis Hospital CITY: Evanston
REPORTING PERIOD DATES: From: January 1, 2009 to: December 31, 2009
Category of Service Authorized Admissions | Patient Days | Bed Proposed
Beds Changes Beds
208 5,662 32,766 None 206
Medical/Surgical
18 850 2,300 None 18
Obstetrics
12 283 847 None 12
Pediatrics
35 1,678 7,860 None 35

Intensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other {{identify)

271 8,473 43,773 None 271

TOTALS:




CERTIFICATION

The application must be signed by the authorized representative(s} of the applicant entity. The
authorized representative(s) are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manger or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners {(or the sole general partner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

(

This Application for Permit is filed on the behalf of Saint Francis Hospital
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required
for this application is sent herewith or will be paid upon request.

Dot Bee il ;z&

SIGNATURE /SIGNATURE

Samdlea Brule

deaNnNie (- ﬁzw

PRINTED NAME

President

PRINTED NAME

Seceetar

PRINTED TITLE

Notarization:
Subscribed and swo U‘? before me
this oA - day of .2‘0!1

VM@}WM

Signature of Notary Y

FLORITA DE JESUS-ORTIZ
nye - ] a

3 OFFICIAL SEAL
b
4

licant

PRINTED TITLE

Notarization:
Subscribed and swom to before me

this 22 1A day of ¥Y144 o4~

%4__% o J/h }/) Lyle—

Signature of Notary

OFFICIAL SEAL 3
LINDA MNOYOLA

: NOTARY PUBLIC - STATE OF HLINOIS ¢
—‘WGGWSSENWRESWUW

)




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The
authorized representative(s) are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manger or member whan two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

-

This Application for Permit is filed on the behalf of ____Resurrection Health Care Corporation___
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
pemmit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the pemit application fee required
for this application is sent herewith or will be paid upon request.

ot i (o

SIGNATURE / SIGNATURE
Janclra Bruce Teannie C. sze,q
PRINTED NAME PRINTED NAME
Peesidenyt and CEQ Secyetary
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and swom to before me Subscribed and swom to before me
this A~ day of 9-8! { thised D day of

Prd S W C/QM LW TIAN

Signature of Notary {_/ Signature of Notary

OFFICIAL SEAL
LINDA M NOYOLA
NOTARY PUBLIC - STATE OF LLINOIS

ISR erRES s
MAAAASAS - - -




CERTIFICATION

The application must be signed by the authorized representative(s} of the applicant entry. The
authorized representative(s) are:

o}

o}

in the case of a corporation, any two of its officers or members of its Board of Directors;

in the case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

in the case of a partnership, two of its general partners (or the sole general partner, when two or

more general partners do not exist;

in the case of estates and trusts, two of its beneficiaries {(or the sole beneficiary when two or more

beneficiaries do not exist); and

in the case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for

Provena Health

permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit applisation fee required
for this application is sent herewith or will be paid upon request.

%mﬁkﬁ

SIGNATURE

Guy Wiebking

PRINTED NAME

President and CEQ

PRINTED TITLE

Notarization;
Subscribpd and sworn to before me
ay of MA‘?.

this

] ]

YVETTE 8 PORTER

NOTARY PUBLIC - STATE OF ILLINDIS
MY COMMISSION EXPIRES: 000714

*Insert EXACT legal name of the applicant

A

w

—SIGNATURE 7~

Anthony Filer

PRINTED NAME

Assistant Treasurer
PRINTED TITLE

Notarizatton:

Subscribgd and sworn lo before me
this L2*tay ofM—& 1

Signatiire of NN MAAAARAAAAARAA ANy
v . OFFICIAL SEAL 3
Seal { YVETTE B PORTER $
NOTARY PUBLIC - STATE OF ILLINOIS |

MY COMMISSION EXPIRESOB7/14 |




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The
authorized representative(s) are:

o inthe case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manger or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o in the case of estates and trusts, two of its beneficiaries {or the sofe beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of __Cana Lakes Health Care *
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required
for this application is sent herewith or will be paid upon request.

@@2@4@ C/am—n- C

SIGNATURE SIGNATURE
Sanclea Beruce ’JeamN e (/ F\ZQ\L
PRINTED NAME PRINTED NAME
Pregidenst Secee fawr\y
PRINTED TITLE PRINTED TITLE
Notarization: Notarization:
Subscribed and swormn to before me Subscribed and swom to before me
this &R Z~day of D’meoh‘ 201 this= = day of
Signature of Nt:'taryu S:gnature of Notary
Sea Ao Seal
OFFICIAL SEAL i OFFICIAL AR
SEAL )
FLOR[DE JESUS-ORTIZ LINDA M NOY, OLA
MY COMMISSION EXPIRES, 060813 |
ﬁA“MAM“..“‘I




SECTION lil - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

This Section is applicable to all projects except those that are solely for discontinuation with no project
costs.

Criterion 1110.230 - Background, Purpose of the Project, and Alternatives

READ THE REVIEW CRITERION and provide the following required information:.

BACKGROUND OF APPLICANT

1. A listing of all health care facilities owned or operaied by the applicant, including licensing, and certification if
applicable.

2. A certified listing of any adverse action taken against any facility owned and/or operated by the applicant
during the three years prior o the filing of the application.

3.  Authorization permitting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not limited to: official records of DPH or other State agencies; the licensing or
centification records of other states, when applicable; and the records of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

4. If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. In such instances, the applicant shall attest the information has been previously provided, cite
the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant is able to submit amendments to previously
submitted information, as needed, to update and/or clarify data.

" APPEND DOCUMENTATION AS ATTACHMENT-11, IN NUMERIC SEQUENTIAL ORDER AFTER THELAST
' PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11,

PURPOSE OF PROJECT

1. Document that the project will provide health services that improve the health care or well-being of the
market area poputation to be served.

2. Define the planning area or market area, or other, per the applicant’s definition.

3. ldentify the existing problems or issues that need to be addressed, as applicable and appropriate for the
project. [See 1110.230(b) for examples of documentation.]

4, Cite the sources of the information provided as documentation.

5. Detail how the project will address or improve the previously referenced issues, as well as the population’s
health status and well-being.

6. Provide goals with quantified and measurable objectives, with specific timeframes that relate to achieving
the stated goals as appropriate.

For projects involving modemization, describe the conditions baing upgraded if any. For facility projects, include
statements of age and condition and regulatory citations if any. For equipment being replaced, include repair and
maintenance records.

:NOTE: Information Il'gzg:'_a:i‘di'ﬁ'g;tﬁ;_e':!"'Pyr;pdse of the Project” will be included in the State Agency Report.

. : . CoT AL e L N s S
- APPEND DOCUMENTATION AS ATTACHMENT-12," IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
. PAGE OF THE APPLICATION FORM. EACH ITEM (1-6) MUST BE IDENTIFIED IN ATTACHMENT 12.

Lo




ALTERNATIVES
1) Identify ALL of the alternatives to the proposed project;
Altemnative options must include:
A) Proposing a project of greater or lesser scope and cost;
B) Pursuing a joint venture or similar arrangement with one or more providers or

entities to meet all or a portion of the project's intended purposes; developing
alternative settings to meet all or a portion of the project’s infended purposes;

C) Utilizing other health care resources that are available to serve all or a portion of
the population proposed to be served by the project; and
D) Provide the reasons why the chosen alternative was selected.
2) Documentation shall consist of a comparison of the project to alternative options. The

comparison shall address issues of total costs, pafient access, quality and financial
benefits in both the short termn (within one to three years afler project completion) and long
term. This may vary by project or situation. FOR EVERY ALTERNATIVE IDENTIFIED
THE TOTAL PROJECT COST AND THE REASONS WHY THE ALTERNATIVE WAS
REJECTED MUST BE PRCVIDED.

3 The applicant shall provide empirical evidence, including quantified outcome data that
verifies improved quality of cars, as available,




SECTION Vi -
OWNERSHIP

MERGERS, CONSOLIDATIONS AND ACQUISITIONS/CHANGES OF

This Section is applicable to projects involving merger, consolidation or acquisition/change of ownership.

NOTE: For all projects involving a change of ownership THE TRANSACTION DOCUMENT must be
submitted with the application for permit. The transaction document must be signed dated and

contain the appropriate contingency {anguage.

A. Criterion 1110.240({b}, Impact Statement
Read the criterion and provide an impact statement that contains the following information:

Pl ol

5.

B. Criterion 1110.240(c), Access
Read the criterion and provide the following:
1.
2.
3

C. Criterion 1110.240(d), Health Care System
Read the criterion and address the following:

1.

2.

Any change in the number of beds or services currently offered.

Who the operating entity will be.

The reason for the transaction.

Any anticipated additions or reductions in employees now and for the two years foliowing
completion of the {ransaction.

A cost-benefit analysis for the proposed transaction.

The current admission policies for the facilities involved in the proposed transaction.

The proposed admission policies for the facilities.

A letter from the CEO certifying that the admission policies of the facilities involved will
not become more restrictive.

Explain what the impact of the proposed transaction will be on the other area providers.
List all of the facilities within the applicant's health care system and provide the following
for each facility.

a. the location (town and street address),

b. the number of beds;

c. a list of services; and

d. the utilization figures for each of those services for the last 12 month period.

Provide copies of all present and proposed referral agreements for the facilities involved
in this transaction.

Provide time and distance information for the proposed referrals within the system.
Explain the organization policy regarding the use of the care system providers over area
providers.

Explain how duplication of services within the care system will be resolved.

Indicate what services the proposed project will make available to the community that are
not now available,




The following Sections DO NOT need to ba addressed by the applicants or co-applicants responsible for
funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or better from
Fitch's or Standard and Poor’s rating agencies, or A3 or better from Moody's (the rating shall be affirmed
within the latest 18 month period prior to the submittal of the application}:

« Section 1120.120 Availability of Funds - Review Criteria
¢ Section 1120.130 Financial Viability - Review Criteria
s Section 1120.140 Economic Feasibility - Review Criteria, subsection (a)

VIII. - 1120.120 - Availability of Funds

The applicant shall document that financial resources shall be available and be equal to or exceed the estimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
sources, as applicable: Indicate the dollar amount te be provided from the following sources:

Saint Francis Hospital

$566,667

$304,822,266

Cash and Securities - statements (e.g., audited financial statements, ietters from financial
institutions, board resolutions) as to:

1} the amount of cash and securities available for the project, including the
identification of any security, its vaiue and availability of such funds; and

2} interest to be eamed on depreciation account funds or to be earned on any
asset from the date of applicant's submission through project completion;

Pledges - for anticipated pliedges, a summary of the anticipated pledges showing anticipated
receipts and discounted value, estimated time table of gross receipts and related fundraising
expenses, and a discussion of past fundraising experlence.

Gifts and Bequests - verification of the dollar amount, identification of any conditions of use, and the
estimated time table of receipts;

Debt - a statement of the estimated terms and conditions (including the debt time period, variable or
permanent interest rates over the debt time period, and the anticipated repayment schedule) for any
interim and for the permanent financing proposed to fund the project, including:

1) For general obligation bonds, proof of passage of the required referendum or
evidence that the governmental unit has the authority to issue the bonds and
evidence of the dollar amount of the issue, including any discounting anticipated;

2) For revenue bonds, proof of the feasibility of securing the specified amount and
interest rate;

3) For mortgages, a letter from the prospective lender attesting to the expectation
of making the loan in the amount and time indicated, including the antlcipated
interest rate and any conditions associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc.;

4) For any lease, a copy of the lease, including all the terms and conditions,
including any purchase options, any capital improvements to the property and
provision of capital equipment;

5) For any option 1o lease, a copy of the option, including all terms and conditions.

Governmenta! Appropriations ~ a eopy of the appropriation Act or ordinance accompanied by a
statement of funding availability from an official of the governmental unit. If funds are to be made
available from subsequent fiscal years, a copy of a resolution or other action of the governmental unit
attesting to this intent;

Grants - a letter from the granting agency as to the avaitability of funds in terms of the amount and
time of receipt;

All Other Funds and Sources — vetification of the amount and type of any other funds that will be
used for the project—FMV of hospital

$305,388,953

TOTAL FUNDS AVAILABLE

SPEND DOCUMENTATION AS
APPLICATION FORM

s = mr

ATTACHME NT<39 iN NUMERiC "SEQUENTIALORDER AETER,THE LAST PAGE OF,THE
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IX. 1120.130 - Financial Viability not applicable, funded through
Internal sources

All the applicants and co-applicants shall be identified, specifying their roles in the project funding or
guaranteeing the funding (sole responsibility or shared) and percentage of participation in that funding.

Financial Viability Waiver

The applicant is not required to submit financial viability ratios if:

1. All of the projects capital expenditures are completely funded through internal sources

2. The applicant’s current debt financing or projected debt financing is insured or anticipated to be
insured by MBIA (Municipal Bond Insurance Association inc.) or equivalent

3. The applicant provides a third party surety bond or performance bond letter of credit from an A
rated guarantor.

rmation to be
T

A0 IN'N

The applicani or co-applicant that is responsible for funding or guaranteeing funding of the project shall provide
viability ratios for the latest three years for which audited financial statements are available and for the first full
fiscal year at target utilization, but no more than two years following project compietion. When the applicant’s
facility does not have facility specific financial stalements and the facility is a member of a health care system that
has combined or consolidated financial statements, the system's viability ratios shall be provided. If the health care
system includes one or more hospitals, the system's viability ratios shall be evaluated for conformance with the
applicable hospital standards.

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methedology and worksheets utilized in determining the ratios detailing the calculation
and applicable line item amounts from the financial staternents. Cornplete a separate lable for each
cc-applicant and provide worksheets for each.

2. Vanance

Applicants not in compliance with any of the viability ratios shall document that another organization,
public or private, shall assume the legal responsibility to meet the debt obligations should the
applicant default.




X. 1120.140 - Economic Feasibility

This section Is applicable to all projects subject to Part 1120.

A. Reasonableness of Financing Arrangements

The applicant shall document the reasonableness of financing arrangements by submitting a
notarized statement signed by an authorized representative that attests to one of the following:

1) That the total estimated project costs and related costs will be funded in totai with cash
and equivalents, including investment securities, unrestricted funds, received pledge
receipts and funded depreciation; or

2) That the total estimated project costs and refated costs will be funded in total or in part by
borrowing because:

A) A portion or all of the cash and equivalents must be retained in the balance sheet
asset accounts in order to maintain a current ratio of at least 2.0 times for
hospitals and 1.5 times for all other facilities; or

B) Borrowing is less costly than the liquidation of existing investments, and the
existing investments being retained may be converted to cash or used to retire
debt within a 60-day period.

B. Conditions of Debt Financing not applicable, no debt financing

This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reasonable by submitting & notarized statement
signed by an authorized representative that attests to the following, as applicable:

1) That the selected form of debt financing for the project will be at the lowest net cost
available;
2) That the selected form of debt financing will not be at the lowest net cost available, but is

more advantageous due to such terms as prepayment privileges, no required mortgage,
access to additional indebtedness, term (years), financing costs and other factors;

3) That the project involves (in total or in part) the leasing of equipment or facilities and that
the expenses incurred with leasing & facility or equipment are less costly than construcling
a new facility or purchasing new equipment.

C. Reasonableness of Project and Related Costs
Read the criterion and provide the following:

1. ldentify each department or area impacted by the proposed project and provide a cost
and square footage allocation for new construction andfor modernization using the

following format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G H
Department Total
(list below) Cost/Square Foot Gross Sq. FL. Gross Sq. Ft. Const. $ Mod. $ Cost
New Mod. New Circ.* | Mod. Circ.* (A xC) {BxE) (G +H)

Contingency

TOTALS
* Include the percentage (%) of space for circulation




D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars par equivalent
patient day or unit of service) for the first full fiscal year at target ulilization but no more than two years
following project completion. Direct cost means the fully allocated costs of salaries, benefits and supplies

for the service.

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capital costs {in current dollars per equivalent
patient day) for the first full fiscal year at target utilization but no more than two years following project




XI.  Safety Net Impact Statement not applicable, non-substantive project

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL SUBSTANTIVE AND
DISCONTINUATION PROJECTS:

1. The project's material impact, if any, on essential safety net sérvices in the community, to the extent that it is feasible for an
applicant to have such knowledge.

2. The project's impact on the ability of another provider or health care system to cross-subsidize safety net services, if reasonably
known to the applicant.

3. How the discontinuation of a facility or service might impact the remaining safety net providers in a given community, if
reasonably known by the applicant.

Safety Net Impact Statements shall also include all of the foilowing:

1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care provided by the applicant. The
amount calculated by hospital applicants shall be in accordance with the reporting requirements for charity care reporting in the
llinois Community Benefits Act. Non-hospital appficants shall report charity care, at cost, in accordance with an appropriate
methodology specified by the Board.

2. For the 3 fiscal years prlor to the application, a certification of the amount of care provided to Medicaidpatients. Hospltal and non-
hospital applicants shall provide Medicaid information in a manner consistent with the infermation reported each year to the lllincis
Department of Public Health regarding “Inpatients and Outpatients Served by Payor Source" and "Inpatient and Outpatient Net
Revenue by Payor Source™ as required by the Board under Section 13 of this Act and published in the Annuat Hospital Profile.

3, Any information the applicant believes is directly relevant to safety net services, including information regarding teaching,
research, and any cther service.

A table in the following format must be provided as part of Attachment 43.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (£ of patients) Year Year Year
Inpatient
Qutpatient
Total
Charity (cost in dotlars)
Inpatient
Quipatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Qutpatient
Total
Medicaid (revenue)
inpatient
Qutpatient




Xll.  Charity Care Information St. Francis Hospital

Charity Care information MUST be furnished for ALL projects.

1. All applicants and co-applicants shall Indicate the amaount of charity care for the latest three audited fiscal years, the cost
of charity care and the ratio of that charity care cost to net patient revenue.

2. {f the applicant owns or operates ane or more facilities, the reporting shall be for each individual facility located in Winois. If
charily care costs are reported on a consolidated basis, the appficant shalt provide docurnentation as to the cost of charity
care; the ratio of that charity care to the net patient revenue for the consolidated financial statement; the allocation of
charity care costs; and the ratio of charity care cost to net patient revenue for the facllity under review.

3 if the applicant is not an existing facility, it shall submit the facility’s projected patient mix by payer source, anticipated
charily care expense and projected ratio of charity care to net patient revenue by the end of its second year of operation.

Charity care” means care provided by a health care facility for which the provider does not expect to receive payment from
the patient or a third-party payer, (20 ILCS 3960/3) Charity Care must be provided at cost,

A table in the following format must be provided for all facilities as part of Attachment 44.

CHARITY CARE
2008 2009 2010
Net Patient Revenue $182,394 224 | $165,830,866 $167,532,508
Amount of Charity Care (charges) $8,284 345 $11,617,074 $13,440,905
Cost of Charity Care $2619,686 $3,344,304 $3,399,074




File Number 4941-263-1

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

SAINT FRANCIS HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON JANUARY 15, 1969, APPEARS TO HAVE COMPLIED WITH ALL
THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 14TH
day of FEBRUARY A.D. 2011

< 11 u::'. Ve
Authentication #: 1104501406 M

Authenticate at: hitp/fwww.cyberdriveillinois.com

SECRETARY OF STATE

ATTACHMENT 1




File Number 3128-198-9

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

RESURRECTION HEALTH CARE CORPORATION, A DOMESTIC CORPORATION,
INCORPORATED UNDER THE LAWS OF THIS STATE ON APRIL 27, 1949, APPEARS TO
HAVE COMPLIED WITH ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT
CORPORATION ACT OF THIS STATE, AND AS.OF THIS DATE, IS IN GOOD STANDING AS
A DOMESTIC CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, 1 nereto set
my hand and cause to be affixed the Great Seal of
the State of Ilinois, this 17TH |

dayof  JANUARY  AD. 2011

NG ST D
Authentication # 1101700285 ‘W'e/

Authanticate at: http Jfwww cyberdrivellinots.com

SECRETARY OF STATE
ATTACHMENT1 --

b




File Number 5380-798-4

To all to whom these Presents Shall Come, Greeling:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

PROVENA HEALTH, A DOMESTIC CORPORATION, INCORPORATED UNDER THE LAWS
OF THIS STATE ON APRIL 10, 1985, APPEARS TO HAVE COMPLIED WITH ALL THE
PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS STATE,

AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC CORPORATION IN THE
STATE OF ILLINOIS. '

In Testimony Whereof, 1 hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 11TH
day of FEBRUARY AD. 2011

_ & 4:.',I.’.| I
Authentication #: 1104200728 ’ ‘M/w

Authenticate at: hitp:/‘www.cyberdrivaillinois.com

SECHETARY OF STATE

ATTACHMENT 1 & == __




File Number 2595-936-1

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

CANA LAKES HEALTH CARE, A DOMESTIC CORPORATION, INCORPORATED UNDER
THE LAWS OF THIS STATE ON JANUARY 05, 1939, APPEARS TO HAVE COMPLIED WITH
ALL THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF

THIS STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 4TH

day of MARCH AD. 2011

N/
q . ‘n:". :'n.‘ ‘“'.' )
i, ry 30 . ’
Authentication #: 1108302140 é *W’e/ W@

Authenticate at: hitp:/fwww.cyberdriveillinols.com

SECRETARY OF STATE

ATTACHMENT 1
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QUIT CLAIM DEED %
SISTERS OF ST. FRANCIS HEALTH SERVICES, INC. (“Grsator”), a non-profit

corporation created and existing under and by virtue of the laws of the State of Indiana and duly authorized
to &ansact business in the State of [linois, for and in consideration of TEN AND NO/100 DOLLARS
(310.00) and other good and valuable considerations in hand paid, and pursuant to the authority given by the
Board of Directors of said corporation, CONVEYS AND QUIT CLAIMS to SAINT FRANCIS HOSPITAL
OF EVANSTON ("Grantec"), a not-for-profit corporation organized and éxisﬁng under and by virtue of
the laws of the State of Dlinois, having a mailing eddress of 355 Ridge Avenue, Evanston, Llinois 60202-
3399, all interest in the following described real property situsted in the County of Cook, in the State of
| Tilinois, to wit | |

¢

07812

Sec Exhibit A attached hereto.

Address.of Real Estate: See Exhibit A attached hereto.

| Permanent Index Numbers: See Extubit A atlanhgd hereto.
ff T‘MS cQouuuﬁ[’ {thl I‘Q“M(arcpecg Yo qcﬂca
cx&g\‘{'}o e feqa( e;cr.'rfh'm

ATTACHMENT 2




5 7 . .
g IN WITNESS WHEREOF, said Grantor has caused its name to be signed to these presents
) by its , this 17th day of November, 1997.
i‘ SISTERS OF ST. FRANCIS HEALTH
3 SERVICES, INC., an Indiana mon-profit
) corporation
! By:\z(o;&b @uj %
Title: Chairfercon '
STATE OF INDIANA ) . ‘ 080638‘?1

)5S8;
COUNTY OF §T.JOSEPH )

I, the undersigned, a Notary Public in 2ad for said County, in the State aforesaid, DO HEREBY
CERTIFY THAT _Sister Jane Marie Kleipersonally known to me to be the Chairperson
of SISTERS OF ST. FRANCIS HEALTH SERVICES, INC., an Indiana not-for-profit corparation, snd
perscnally known to me to be the samc person whose name is subscribed to the foregoing instrument,
appeared before me this day in person and acknowledged that as such she signed and"
delivered the said instrument pursuant to the authority given by the Board of Directors of said corporation,
as their free and voluntary act, and as the free and vohmtary act and deed of said corporation, for the vses
and purposes therein set forth,

Given under my hand and noterial seal, this _17th day of November, 1997.

( Commission expires __11/5/99 MM%
Notary Public

i EXEMPT UNDER 35 ILCS 2003145 PARAGRAPH SEND SUBSEQUENT TAX BILLS TO:
! B; AND COOK COUNTY QRDINANCE, PARA- :
‘ GRAPH B. : < Hospita
YA M
11/17/97 \é(/é‘\, / H‘J/ |
Date Signature of Authiftized Party 355 Ridpe Avenye
(Addre)
o o .
(City, State and Zip)

EXEMPT-PURSLANT TO SECTION 1-115
VILLAGE OF MORTON QAOVE REAL ESTATE TRANSFER STAMP

CHI2:150327.1 AH £1.14.97 15.08 exemprionNo__ 02994 oatedf~A0-97
ropressS A 57IS S7H SIg er
DFFERBVE FROM DEED)
av. dr'd-(:lﬂt'g.— LAna .~
VILLAGE OF SKOKIE, ILLINOIS CITY OF EVANSTON
Econemic Development Tax EXEMPTION

Village Code Chapter 10
EXEMPT Transaction

Skokie Offlce 11/20/97
CITY CLERK

ATTACHMENT 2
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EXHIBIT A

THAT PART OF LOT 9 LYING NORTH OF A LINE 67 FEET NORTH OF AND PARALLEL
WITH THE SOUTH LINE OF SAID NORTH WEST QUARTER OF SECTION 1 AND THAT
PART OF LOT 10 LYING NORTH OF A LINE 67 FEET NORTH OF AND PARALLEL WITH
THE SOUTH LINE OF SAID NORTHWEST 1/4 OF SAID SECTION, AND LOTS 11, 12, 13, 14
AND 15, ALL IN BLOCK 6 IN NIXON AND PRASSAS LINCOLN AND PETERSON AVENUE
ADDITION TO NORTH EDGEWATER IN THE NORTH WEST QUARTER OF SECTION 1,
TOWNSHIP 40 NORTH, RANGE 13, EAST OF THE THIRD PRINCIPAL MERIDIAN,
ACCORDING TO THE PLAT FILED IN THE REGISTRAR'S OFFICE OF COOK COUNTY,
[ILLINOIS ON JUNE 19, 1917 AS DOCUMENT 74453, IN COOK COUNTY, ILLINOIS.

Address: 3048 West Peterson Avenue, Chicago, [llinois 60659
ge063871

Permanent Index Numbers: 13-01-125-019

13-01-125-020

13-01-125-021

13-01-125-022

13-01-125-023

13-01-125-047

13-01-125-048

13-01-125-049

ATTACHMENT 2
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LOT 1 (EXCEPT THE EAST 446 FEET THEREOF AS MEASURED ON THE SOUTH LINE
AND EXCEPT THE NORTH 16 FEET THEREOF) IN CLARA BLAMEUSER'S OAKTON
STREET SUBDIVISION, BEING A RESUBDIVISION OF THE SOUTH 146 FEET OF LOT 3
AND THAT PART OF LOT 4 WHICH LIES WEST OF THE WESTERLY RIGHT OF WAY
LINE OF THE CHICAGO AND NORTHWESTERN RAILWAY (EXCEPT THEREFROM THE
SOUTH 7 FEET OF SAID LOTS 3 AND 4 TAKEN FOR WIDENING OF QAKTON STREET)
IN THE SUBDIVISION OF LOT 2 IN THE SUBDIVISION OF THE SOUTH 105 ACRES OF
THE SOUTH EAST 1/4 OF SECTION 21, TOWNSHIP 41 NORTH, RANGE 13, EAST DFTHE
THIRD PRINCIPAL MERIDIAN, IN COOK COUNTY, ILLINOIS.

Pl ¢

Address: 4930 Oakton Avenue, Skokie, Iinois 60077

Permanent Index Number:  10-21-415-024
. 10-21-415-025

08063871

ATTACHMENT 2
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LOTS 8 AND 9 IN BLOCK 11 IN MURPHY'S ADDITION TOROGERS PARK,, IN THE SOUTH
EAST 1/4 OF SECTION 30, TOWNSHIP 41 NORTH, RANGE 14, EAST OF THE THIRD
PRINCIPAL MERIDIAN, NORTH OF THE INDIAN BOUNDARY LINE AND WEST OF THE
CENTER OF GREEN BAY ROAD, EXCEPT THAT PART HERETOFORE DEEDED TO
MARY A. MURPHY AND THE SCHOOL LOT AND RIGHT OF WAY OF THE CHICAGO
AND NORTHWESTERN RAILROAD, IN COOK COUNTY, ILLINOIS.

Address: 7464 North Clark Street, Chicago, Itlinois 60626

‘Permanent Index Number: 11-30-410-017

08063871

ATTACHMENT 2
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THE SOUTH 25 FEET OF LOT 1 AND ALL OF LOT 4 IN C. D. JOHNSON'S ASBURY
AVENUE SUBDIVISION, BEING A SUBDIVISION OF LOTS {| TO 6 IN BLOCK 4 IN
OAKTON SUBDIVISION OF THE SOUTH 1/2 OF THE SOUTH EAST /4 OF THE SOUTH
EAST 1/4 OF SECTION 24, TOWNSHIP 41 NORTH, RANGE 13, EAST OF THE THIRD
PRINCIPAL MERIDIAN, IN COOK COUNTY, ILLINOIS.

LOTS 7 TO 12 IN BLOCK 4 IN OAKTON SUBDIVISION OF THE SOUTH 1/2 OF THE

SOUTHEAST 1/4 OF THE SOUTHEAST 1/4 OF SECTION 24, TOWNSHIP 41 NORTH, RANGE
13, EAST OF THE THIRD PRINCIPAL MERIDIAN, IN COOK COUNTY, ILLINOIS.

Address: 500-514 Asi:ury, Evanston, Illinois

Permanent Index Numbers; 10-24-431-035
10-24-431-036

03063572
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LOTS 10, 11, 12, 13, 14, 15, 16, 17 AND 18 (EXCEPT THAT PART OF SAID LOTS TAKEN
FOR WIDENING AUSTIN AVENUE) ALL INBLOCK $ INMERRILL LADD'S ADDITION TO
EVANSTON IN SECTION 30, TOWNSHIP 4! NORTH, RANGE 14, EAST OF THE THIRD
PRINCIPAL MERIDIAN, IN COOK COUNTY, ILLINOIS. - .

Address: 801-835 Austin Avenue

Permanent Index Numbers: 11-30-103-020
11-30-103-021

0E0635.

ATTACHMENT 2
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LOT "A" IN ST. FRANCIS HOSPITAL PLAT OF CONSOLIDATION OF A PdRTION OF
LANDS IN THE NORTHWEST 1/4 OF SECTION 30, TOWNSHIP 41 NORTH, RANGE 14,
EAST OF THE THIRD PRINCIPAL MERIDIAN, IN COOK COUNTY, ILLINOIS.

LOTS 2 THROUGH 11 (EXCEPT THE WEST 4 FEET THEREQF) AND LOTS 1STO 19 IN
BLOCK 2 IN VALERJA M. WILLIAMS ADDITION TO EVANSTON, A SUBDIVISION OF
LOT 4 IN COUNTY CLERK'S DIVISION OF UNSUBDIVIDED LAND IN THE NORTHWEST
1/4 OF SECTION 30, TOWNSHIP 41 NORTH, RANGE 14, EAST OF THE THIRD PRINCIPAL

MERIDIAN, IN CCOK COUNTY, ILLINOIS.

LOTS 12, 13 AND 14 IN BLOCK 3 IN VALERIA M. WILLIAMS ADDITION TO EVANSTON,
A SUBDIVISION OF LOT 4 IN COUNTY CLERK'S DIVISION OF UNSUBDIVIDED LAND
IN THE NORTHWEST 1/4 OF SECTION 30, TOWNSHIP 41 NORTH, RANGE 14, EAST OF
THE THIRD PRINCIPAL MERIDIAN, IN COOK COUNTY, ILLINOIS. "

LOTS 1,2,3,4,5, 6,9 AND 10 IN NATHAN AND LASTS ADDITION TO EVANSTON,
BEING A SUBDIVISION OF A TRACT OF LAND DESCRIBED AS FOLLOWS:

COMMENCING AT A POINT IN THE CENTER OF RIDGE AVENUE 80 RODS NORTH OF
THE SOUTH LINE OF THE NORTHWEST 1/4 OF SECTION 30, TOWNSHIP 41 NORTH,
RANGE 14, EAST OF THE THIRD PRINCIPAL MERIDIAN, THENCE EAST, 28 RODS;
THENCE NORTH, 11 1/2 RODS; THENCE WEST 20 RODS; THENCE SOUTH'11 1/2 RODS
TO THE PLACE OF BEGINNING (EXCEPT THE N 12 ACRE THEREOF), IN COOK COUNTY,

JILLINOIS.

THE SOUTH 13 FEET OF LOT 1 AND ALL OF THE 14 FOOT WIDE ALLEY LYING WEST .
OF AND ADJOINING SAID LOT 1 INBLOCK 2 IN VALERIA M. WILLIAMS ADDITION TO
EVANSTON, BEING A SUBDIVISION OF LOT 4 IN COUNTY CLERKS DIVISION OF
UNSUBDIVIDED LANDS IN THE NORTHWEST 1/4 OF SECTION 30, TOWNGHIP 41
NORTH, RANGE 14, EAST OF THE THIRD PRINCIPAL MERIDIAN, IN COOK COUNTY,

ILLINOIS. CEOES 571

Addresses 355 Ridge Avenue, Evanston, Illinois 60202
800 Austin Avenue, East and West Towers, Evanston, llinois §0202
301 Elmwood Avenue, Evanston, [ilinois 60202 (also kmown as 743 Mulford)
311 Elimwood Avenue, Evanston, Ilinois 60202
310,312, 314, 316, 318 and 324 Elmwood Avenue, Evanston, Mllinois 60202
727 Muliford St., Evanston, [llinois 60202 (also known as 300,302 and 304 Sherman)
735 and 741 Mulford, Evanston, Illinois 60202
805-807 Mulford, Evanston, [llinois 60202
815, 817, 823, 827, 829, 831, 833, 835-839 Mulford, Evanston, Ilinois 60202
308 Sherman, Evanston, [{linots 60202
312 Sherman, Evanston, Ilinois 60202
316-318 Sherman, Evanston, Nllinois 60202
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Permanent Index Numbers:  11-30-109-032

11-30-109-033
11-30-109-034
11-30-109-035
11-30-109-036

11-30-109-037

11-30-109-038
11-30-109-044
11-30-109-045
11-30-109-046
11-30-109-047
11-30-109-021
11-30-109-022

11-30-109-010
11-30-109-011

FTR0L3

11-30-109-012

11-30-109-013
11-30-109-014
11-30-109-015
11-30-109-018
11-30-109-019
11-30-109-054
11-30-109-055
11-30-109-056

0353871

1
1-'- Page 2 af 12
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LOTS 1 TO 7, BOTH INCLUSIVE, IN KOFP'S LINCOLN AVENUE SUBDIVISION OF LOT 4

-
7 AND PARTOFLOT | INJAMES CLARK'S SUBDIVISION, BEING A SUBDIVISION OF THE
{,_,, 3 EAST 1/2 OF THE NORTHWEST 1/4 AND THE SOUTHWEST 1/4 OF THE NORTHWEST 1/4
‘ i,} OF SECTION 34, TOWNSHIP. 4] NORTH, RANGE 13, EAST OF THB THIRD PRINCIPAL
B MERIDIAN, IN COOK COUNTY, ILLINOIS. |
%‘ THE BAST 1/2 OF THE VACATED NORTH AND SOUTH ALLEY LYING WEST OF AND
= ADJOINING LOTS 1 TO 7, HERETOFORE DESCRIBED IN PARCEL 1.

Address: 7126 North Lincoln Avenue, Lincolnwood, Itlinois 60645

Permanent Index Numbers:  10-34-105-025
' 10-34-105-026

10-34-105-027

10-34-105-028

10-34-105-029

10-34-105-030

10-34-105-031

0606351
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LOTS 28, 29 AND 30 IN EAST RIDGE ADDITION TO EVANSTON, BEING A SUBDIVISION
OF THE EAST 298 FEET OF THE SOUTH 7.56 CHAINS OF THE NORTH 14.63 CHAINS OF
THE NORTHWEST 1/4 OF SECTION 30, TOWNSHIP 4] NORTH, RANGE 14, EAST OF THE
THIRD PRINCIPAL MERIDIAN, IN COOK COUNTY, ILLINOIS.

Address: 409-415 Sherman Avenue, Evanston, [llinois 60202
Permanent Index Numbers:  11-30-110-001

11-30-110-002
11-30-110-003

0836351
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LOTS 1 THROUGH 7 IN SHAPIRO'S SUBDIVISION OF LOT 2 IN CIRCUIT COURT
PARTITION OF LOTS 2 AND 3 IN COUNTY CLERK'S DIVISION OF SECTION 20 AND THE
EAST 1/2 OF THE NORTHEAST 1/4 OF SECTION 19, TOWNSHIP 41 NORTH, RANGE 13,
EAST OF THE THIRD PRINCIPAL MERIDIAN, IN COOK COUNTY, ILLINOIS.

ALL OF THE VACATED PUBLIC ALLEY LYING SOUTH OF AND ADJOINING THE
SOUTHERLY LINE OF LOT 1, LYING NORTH OF AND ADJOINING THE NORTH LINE OF
LOTS 2 TO 7, INCLUSIVE, LYING EAST OF THE WEST LINE OF SAID LOT 1 EXTENDED
SOUTH TO THE NORTHWEST CORNER OF SAID LOT 2 AND LYING WEST OF THEEAST
LINE OF SAID LOT | EXTENDED SOUTH TO THE NORTHEAST CORNER OF SAID LOT
7, ALL IN SHAPIRO'S SUBDIVISION OF LOT 2 IN THE CIRCUIT COURT PARTITION OF
LOTS 2 AND 3 IN THE COUNTY CLERK'S DIVISION OF SECTION 20, AND THE EAST 1/2
OF THE NORTHEAST 1/4 OF SECTION 1%, TOWNSHIP 41 NORTH, RANGE 13, EAST OF

THE THIRD PRINCIPAL MERIDIAN, IN COOK COUNTY, ILLINOIS.

THE NORTH 172 OF ALL OF THAT PART OF VACATED CAROL AVENUE LYING SOUTH
OF AND ADJOINING THE SOUTH LINE OF LOTS 2 TO 7, INCLUSIVE, LYING NORTH OF
AND ADJOINING THE NORTH LINE OF LOTS 8 TO 15, INCLUSIVE AND LYING WEST OF
THE EAST LINE OF SAID LOT 7 EXTENDED SOUTH TO THE NORTHEAST CORNER OF
SAID LOT 8, ALL IN SHAPIRO'S SUBDIVISION OF LOT 2 IN CIRCUIT COURT PARTITION
OF LOTS 2 AND 3 IN THE COUNTY CLERK'S DIVISION OF SECTION 20, AND THE EAST -
172 OF THE NORTHEAST 1/4 OF SECTION 19, TOWNSHIP 41 NORTH, RANGE 13, EAST
OF THE THIRD PRINCIFAL MERIDIAN, IN COOK COUNTY, ILLINOIS.

B AT NG

Address: 5723, 5735, 5741 and 5747 Dempster Street, Morton Grove, [llinois

{ : Permanent Index Numbers: -~ 10-20-203-021
10-20-203-022 -

CHI2:150350.1 11.21.97 12.51

080563871
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STATEMENT BY GRANTOR AND GRANTEE

- The grantor or his agent affirms that, to the best of his knowledge, the name of the grantee shown
on the deed or assignment of beneficial interest in a land trust is either a natural person, an IMlinois
corporation or foreign corporation authorized to do business or acquire and hold title to real estate in
Illinois, a parmmership authorized to do business or acquire and hold fitle to real estate in Illinois, or other
entity recognized as a person and authorized to do business or acquire title to real estate under the laws of
the State of Ilfinois. '

Dated__November 17, 1997 Signature: &@‘M&_

SUBSCRIBED AND SWORN TO BEFORE My commission expires: 9/5/99
ME BY THE SAID

THIS L7t1DAY QOF November .

1997,

. . ”mn
Notary Public /2 Ze/ La.zh‘:—/ a%d/
Sister Vincetta Traffas .

The prantee or his agent affirms and verifies that the name of the grantee shown on the deed or assignment
of beneficial interest in a land trust is either a natural person, an Rlinois corporation or foreign corporation
authorized to do business or acquire and hold title to real estate in Hlinois, a partnership authorized to do
business or acquire and hold title to real estate in Ilinois, or other cntity recognized as a person and
authorized to do business or acquire and hold title to res] estate under the laws of the State of Illinois.

. - St. Francis Hospitj;-Z/Eva'nston
Dated__ November 17, 1997 Signature: ﬁff{m b lg

08055551

Preszdent
SUBSCRIBED AND. SWORN TO BEFORE My conunission expires: 9/5/99
MEBYTHESAID __
THIS 17tIDAY OF November
19_97

Notary Public _WJJ%J

Sister Vioncetta Traffaa

Note: Any person who Imowingly submits’ a folse statement concerning the identity of a grantee shall beguiltyof:ChsC.
misdemeannr for the first offense and of 2 Clase A misdemeanor for subsoquent offamses. ;

{Atuach to deed or ABI to be recorded in Cook County, Iliinois, [l’exm:pl uniler provisions of Section 4 of the Illinois Real Estate
Transfer Tax Act)

(H12:20815.1
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File Number 4941-263-1

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

SAINT FRANCIS HOSPITAL, A DOMESTIC CORPORATION, INCORPORATED UNDER THE
LAWS OF THIS STATE ON JANUARY 15, 1969, APPEARS TO HAVE COMPLIED WITH ALL
THE PROVISIONS OF THE GENERAL NOT FOR PROFIT CORPORATION ACT OF THIS
STATE, AND AS OF THIS DATE, IS IN GOOD STANDING AS A DOMESTIC
CORPORATION IN THE STATE OF ILLINOIS.

In Testimony Wher eof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 14TH

dayof ~ FEBRUARY  AD. 2011

! . _= /‘:‘ BH 2
h ' ..“lln'“'.'.]l Py
Authentication #: 1104501406 M

Authenticate at: hitp:/Awww.cyberdriveillinois.com

SECAETARY OF STATE.

ATTACHMENT 3




CURRENT ORGANIZATIONAL CHARTS

ATTACHMENT 4




a8ed jxau a1 vo are 4 YBno1p v $910Woa) Jo 1N,
*s2nnuz 1210 10 suonriodion pyoad 10] ajoap sajany)
'suonerodios siyaid Jo) 10U SjoUap $axog

ATTACHMENT 4

AT
sy w0 oy
“wooy Bargmy Supzmpy
TR Ry wonseiaty
ey
Laliai]
owaaly
P T M)
(rmasgy o 3 .s.uum LA G
Y ampma mgel) R daxs L - HYE] Wy 35 ‘worcaaay
) S o Lexjany Ly
andmyy Jo ks Iy
Lawioy: |aHsan sy ¥ 0 Wy
moqurg / T ._ESUH [ R M__..UE“:
o) Admg Ty aleangy oy pamg dioH
]
AIPH
WA AN
somss imcnhisc
WDEINEY
TIO4E pre—ry
smemoy HOTHPEDG:] BTG PETETY ] ] D) PN FETE LY
wuans T Emusiapasg y E3kiag DIOH ] Gy g w3 0reH 5o e Loy e oty R
wiTRAmITY ] WA 1 [ " 1 y wor iy L sutjeg Lpumg foy g 24 @ AprL MO oS
voMRALmETY

Ancﬁa.-on.-co_ JUAIe J MISAS)
uonexodao)) axe)) YI[EIH UOIIIIIINSIY

paeog diysiosuodg

[1ouno)) pue [BRWAGIJ

[PUNO)) PUE [EIDUIACLY
— UOLIRIINSHY ) JO SIANSIS

- yaaeZeN Jo Ajue AJOH 913 JO $19]1S1S

0107 ‘17 139010
3IN)ONI)S IUBUIIA0Y) pue [euoneziuegdi( Neiodio)

uonyerodio)) aie) YI[eIH UOIJIILINSIY



o >

rc = >

[0 4

QFormerly named Westlake Community Hospital, all the assets o
R Formerly named West Suburban Medical Center; all the assets of

Resurrection Health Care Corporation
Legal Organizational Structure
As of October 21, 2010
Footnotes

Formerly named Saint Francis Hospital of Evanston (name change effective November 22, 2004)
Became part of the Resurrection system effective March 1, 2001, as part of the agresment of co-sponsorship between the Sisters of the Resurrection, Immaculate Conception Province and

the Sisters of the Holy Family of Nazareth, Sacred Heart Province
Created from merger of Saint Elizabeth Hospital into Seint Mary of Nazareth Hospital Center, and name change of latter {surviving) corporation, both effective 12/1/03. Seint Mary of
Nazareth Hospital Center (now part of Seints Mary and Elizabeth Medical Center) became part of Reswrrection system under the co-sponsorship agreement referenced in Footnote B above
Saint Joseph Hospital, £k/a Cana Services Corporation, ffk/a Westlake Health System

Formerly known as West Suburban Health Services, this 501(¢)(3) corporation had been the parent corporation of West Suburban Medical Center prier 10 the hospital corporation becoming
part of the Resurrection Heaith Care system. Effective January 1, 2010, Resurrection Ambulatory Services assumed the assets and liabilities of Resurrection Services’ ambulatory care

services division.
A Cayman Islands corporation registered to do business as an insurance company
Corporation formerly known as Westlnke Nursing and Rehabititation Center (also #/k/a Leyden Community Extended Care Center, Inc.)
Resurrection Home Health Services, f'k/a Health Connections, Inc., is the combined aperations of Extended Health Services, In¢., Community Nursing Service West, Resurrection Home
Care, and St. Fruncis Home Health Care (the asscts of sll of which were transferred to Health Connections, Inc, as of July 1, 1999).
Holy Family Health Preferred is a former d/b/a of Saints Mary end Elizabeth Health Preferred, and Saint Joseph Health Preferred. Operates under the d/b/a names of Resurreetion Health

Preferred, Saint Francis Health Preferred, and Holy Family Health Preferred
D/B/A name for Provise Family Services, a/k/a ProCare Centers, a’k/a Employes Resource Centers
Former parent of Holy Family Mcdical Center; non-operating 501{c)(3) “shell” available for future use
An Tllinois general parmership between Saint Joseph Haspital and Advocate Northside Health System, an Illinois not for profit corporation

Resurrection Health Care is the Corporate Member of RMNY, with extensive reserve powers, including appointment/removal of all Directors and approval of amendments 1o the

Corporation’s Articles and Bylaws, The Sponsoring Member of the Corporation is the Sisters of the Resurrection New York, Inc.
Resurrection Services owns over 50% of the membership interests of Belmont/Harlem, LLC, an Tiinois limited liability company, which owne and operates 2n ambulatory surpery center
Resurrection Services owns a majority interest in the following Illinois limited liability companies which own end operate sleep disorder diagnostic centers: RES-Health Sleep Care Center of
River Forest, LLC; RES-Health Sleep Care Center of Lincoln Park, LLC; RES-Health Sleep Care Center of Evanston, LLC; RES-Health Sleep Care Center of Chicago Northwest, LLC
Joint Venture for clinical 1ab services for 2 other Catholic health care systems, Provena end Sisters of Saint Francis Heaith Services, Inc., consisting of an Indiana limited liability company of
which Resurrection Services is 2 1/3 member, and a tax-cxempt cooperative hospital service corporation, of which all Resurrection tax-exempt system hospitals collectively have a 1/3 interest
f this eorporation were sold to VHS Westlake Hospital Inc., effective August 1, 2010
this corporation were sold to VHS West Suburban Medical Center, Inc., effective August 1, 2010
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PROPOSED ORGANIZATIONAL CHART
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IDENTIFICATION OF PROJECT COSTS

Fair Market Value of Hospital
The insured value of the hospital was used to identify the Fair Market Value,
consistent with a discussion of methodology with IHFSRB staff.

Consulting and Other Fees

The transaction-related costs anticipated to be incurred by Provena Health and
Resurrection Health Care Corporation (approximately $8,500,000) was equally
apportioned among the thirteen hospitals, one ASTC and one ESRD facility for which
CON applications need to be filed. The transaction-related costs include, but are not
limited to: the due diligence process, the preparation of transaction-related documents,
the CON application development process, CON review fees, and outside legal counsel,
accounting and consulting fees.
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@ @ Resurrection San_dm Bruce, FACHE
% Health Care® President & Chisf Exeartive Offfcer

March 24, 2011

Tllinois Health Facilities

and Services Review Board
525 West Jefferson
Springfield, IL 62761

To Whom It May Congeny

In acgerdatisy with |

dssoring die I 'ﬂlfiéé and Servises _-_‘“_';wcw Board (THFSRB) that

I, Civer the pust three years, thcre have bBeey & fotal of five

adverse actions m‘mlw'ﬁg a Re‘suneeh on
fig Mediore -ﬁgnditidﬁﬁ ﬁf’? i
H ".'\ ke fi m:

The rcma;mng te a stions, eai:h of which mvolves hfe safety ;mde
ygical plam of OLR anid STH, 4y schediiled for plaii of coméction
1. anid Dcernbier 31, 2011 respeciively.

State Agenty findy pémen’ﬁ to: ‘ch:l‘s apphcatmn

If we can in any- way provide assistarice fo your staff regarding these assurances or aty other issue relutive to
this application; please do not hesitate to call me.

Sincerely,

Sandra Bruce, FACHE
President & CEO

SB/fdjo

CO-SPONSORS ’
Sisters of the Holy Family of Nezareth & Sisters of the Resurrection ATTACHMENT 11




19065 Hickory Cragk Drive, Suite 300
Mokena, IL. 60448
708 478-6300 Tel
704 478-5960 Fax

A

#a\ PROVENA
Health

March 23, 2011

Illinois Health Facilities : -
and Services Review Board '

525 West Jefferson

Springfield, IL 62761

To Whom It May Concern:

'In accordance with Review Criterion 1110.230.b, Background of the Applicant, we are
submitting this letter assuring the Illinois Health Facilities and Services Review Board
(IHFSRB) that:

3. Neither Provena Health (“Provena™) nor any wholly-affiliated corporation that
owns or operates a facility subject to the IHFSRB’s jurisdiction has had any
adverse actions (as defined in Section 1130.140) taken against any hospital or
ESRD facility during the three (3) year period prior to the filing of this
application, and

4, Provena Health authorizes the State Board and State Agency access to
information to verify documentation or information submitted in response to the
requirements of Review Criterion 1110.230.b or to obtain any documentation or
information which the State Board or State Agency finds pertinent to this
application.

If we can in any way provide assistance to your staff regarding these assurances or any
other issue relative to this application, please do not hesitate to call me.

. OFFICIAL SEAL $
Sincerely, YVETTEBPORTER |
% . NOTARY PUBLIC - STATE OF LLINOIS §
Wb MY COMMESION EXPRESOMTIM |

Meghan Kieffer o

System Senior Vice President/General Counsel

ATTACHMENT 11




FACILITIES LICENSED IN ILLINOIS

IDPH
Name Location Licensure #
Hospitals Owned by Resurrection Health Care Corporation:
Saint Mary of Nazareth Hospital Chicage 2584
Saint Elizabeth Hospital Chicago 5314
Resurrection Medical Center Chicago 1974
Saint Joseph Hospitai Chicago 5181
Holy Family Medical Center Des Plaines 1008
St. Francis Hospital of Evanston Evanston 2402
Qur Lady of Resumrection Medical Center Chicago 171¢
Hospitals Owned by Provena Health:
Covenant Medical Center Urbana 4861
United Samaritan Medical Center Danville 4853
Saint Joseph Medical Center Joliet 4838
Saint Joseph Hospital Elgin 4887
Provena Mercy Center Aurora 4903
Saint Mary's Hospital Kankakee 4879
Ambulatory Surgical Treatment Centers Owned by
Resurrection Health Care Corporation;
Belmont/Harlem Surgery Center, LLC* Chicago 7003131
E£nd Stage Renal Disease Facilities Owned by
Provena Health: -
Manteno Dialysis Center Manteno nia
Long-Term Care Facilities Owned by
Provena Health:
Provena Villa Franciscan Joliet 2009220
Provena St. Anne Center Rockford 2004899
Provena Pine View Care Center St. Charles 2009222
Provena Our Lady of Victory Bourbonnais 2013080
Provena Geneva Care Center Geneva 1998975
Provena McCauley Manor Aurora 1992916
Provena Cor Mariae Center Rockford 1927199
Provena St. Joseph Center Freeport 0041871
Provena Heritage Village Kankakee 0042457
Long-Term Care Facilities Owned by
Resurrection Health Care Corporation:;
Hely Famity Nursing and Rehabilitation Center Des Plaines 0048652
Maryhaven Nursing and Rehabilitation Center Glenview 0044768
Resurrection Life Center Chicago 0044354
Resurrection Nursing and Rehabilitation Ctr. Park Ridge 0044362
Saint Andrew Life Center Niles 0044776
Saint Benedict Nursing and Rehabilitation Cir. Niles 0044784
Villa Scalabrini Nursing and Rehabilitation Ctr. Northlake 0044792

Resurrection Health Care Corporation has a 51% ownership interest

i

Provena Health has a 50% ownership interest |

ATTACHMENT 11
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HEAP

Healthcare Facilities Accreditation Program

March 22, 2011

Margaret McDermott

Saints Mary and Elizabeth Medical Center
1431 N. Claremont

Chicago, IL. 60622

Dear Ms. McDermott:

This letter is to certify that Saints Mary and Elizabeth Medical Center in Chicago, IL is
currently accredited by the Healthcare Facilities Accreditation Program (I—[FAP) of the
American Osteopathic Association (AOA).

The hospital was surveyed for re-accreditation by HFAP on November 15-17, 2010. They
are currently in process and have not yet received their Accreditation Letter or

Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060. : :

Sincerely,

oy G

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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Healthcare FacHlitles Accreditation Program

March 22, 2011

Sandra Bruce, CEO
Resurrection Medical Center
7435 W. Talcott

Chicago, IL. 60637

Dear Ms. Bruce:

This letter is to certify that Resurrection Medical Center in Chicago, IL is currently
accredited by the Healthcare Facilities Accreditation Program (HFAP) of the American

Osteopathic Association (AOA).

The hospital was surveyed for re-accreditation by HFAP on November 29-December 1,
2010. They are currently in process and have not yet received their Accreditation Letter or

Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

oy Kegere.

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP
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_
HFEFAP

Healthcare Facilities Accreditation Program

February 11, 2011

Caro] Schultz
Accreditation Coordinator
St. Joseph Hospital

2900 N. Lakeshore Drive
Chicago, 1L 60657

Dear Ms. Schultz:

This letter is to certify that St. Joseph Hospital in Chicago, IL is currently accredited by
the Healthcare Facilities Accreditation Program (HFAP) of the American Osteopathic
Association (AQA).

The hospital was surveyed for re-accreditation by HFAP on October 11-13, 2010. They are
currently in process and have not yet received their Accreditation Letter or Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

chy B

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP

ATTACHMENT 11
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BUREAU 0 HEALTHCARE FAGiLlTIES ACCRED ATION

HEALTHCARE FACILITIES ACCREDITATION PROGRAM

A S T T T R B T BT T R s S P T R A O P T A e A T T s T P R A R e P e e S g B

142 E. Onlario Street, Chicago, L 80611-2864 &3 312 202 8258 | 800- 621 1773 X 8258

January 7, 2011

John Baurd

Chief Executive Officer
Holy Family Medical Center
100 North River Road

Des Plaines, IL 60016

Dear Mz Baird :

The Amenican Osteopathic Association's Bureau of Healthcare Facilities Accreditation Executive Committee, at its meetng
on January 4, 2011 reviewed the recertification survey report and found all Medicare conditions bave been met. Your facility
has been granted Full Accreditation, with resurvey within 3 years and AOA/HFAP recommends continued deemed
status.

i Holy Family Medical Center (All Sites as Listed) Program: Acute Care Hospital
100 North River Road CCN # 140105
Des Plaines, IL 60016 HFAP ID: 158128
Survey Dates: 08/23/2010 — 08/25/2010
Effective Date of Accreditation: 09/12/2010 - 09/12/2013

Condition Level Deficiencies: None
(Use crosswalk and CFR citiations, if applicable):

No further action is requiced.

Sincerely,

4"_’,, bAoA,

George A. Reuther
Secretary

GAR/pmh

C: Laura Weber, Health Insurance Specialist, CMS
Region V, CMS

ATTACHMENT 11
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3 Y TREATING OURF)

AMERICAN GS$TEOPATHIC ASSOCIATION.

BUREAU OF HEALTHCARE FACILITIES ACCREDITATION
HEALTHCARE FACILITIES ACCREDITATION PROGRAM

142 E. Ontarlo Street, Chicago, iL 60541-2864 312 202 8258 | 800- 621 -1773 X 8258

January 24, 2011

Jeffrey Murphy

Chief Executve Officer
Saint Francis Hoespital
355 Ridge Avenue
Evanston, IL 60202

Dear Mr Murphy :

‘The American Osteopathic Assodiation’s Bureau of Healthcare Facilities Accreditation Executive Committee, at its meeting
on Jaguary 18, 2011 reviewed the recertification survey report and found all Medicare conditions have been met. Your
facility has been pranted Full Accreditadon, with resurvey within 3 years and AOA/HFAP recommends continued
deemed status.

Saint Francis Hospital (Al Sites as Listed} Progtam: Acute Care Hospital
355 Ridge Avenue CCN # 140080
Evanston, IL 60202 HFAP ID: 118676

Survey Dates: 10/4/2010 — 10/6/2010
Effective Date of Accreditation: 10/26/2010 - 10/26/2013

Condition Level Deficiencies: None
(Use crosswalk and CFR citiztions, if applicable):

No further acton is required.

Sincerely,

4’,,,,& A,

George A. Reuther
Secretary

GAR/prmh

C: Laura Weber, Health Insurance Specialist, CMS
Region V, CMS

JAExecutive Committee-Pending\anuary 261 1\St, Frangis Hospital, Evanston, IL #118676\Saint Frands

Hospital, IL. CCN# 140080, Hosp.d
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 HEAP

Healthcare Facillties Accreditation Program

March 11, 2011

Betsy Pankau

Accreditation Coordinator
Qur Lady of the Resurrection
5645 West Addison

Chicago, IL 60634

Dear Ms. Pankau:

This letter 1s to certify that Our Lady of the Resurrection Hospital in Chicago, IL is
currently accredited by the Healthcare Facilities Accreditation Program (HFAP) of the
American Osteopathic Association (ACA).

The hospital was surveyed for re-accreditation by HFAP on October 18-20, 2010. They are
currently in process and have not yet received their Accreditation Letter or Certificate.

You may use a copy of this letter with external organizations to demonstrate your
accreditation status. Questions about the HFAP may be directed to my attention via
phone at 312-202-8060.

Sincerely,

Jo k.

Troy Ann Repuszka, RN, BScN,
Deputy Director, HFAP

ATTACHMENT 11
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Provena Covenant Medical Center
Utbana, IL
has been Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the

Hospital Accreditation Program

July 12, 2008

Accreditation is customarily valid for up to 39 months.

Aovit 22/ fubyuntt Mk Sassi2—

David L. Nehrwold, MD. Organttion ID 4 7 Mark Chassin, M.D.
Chairman of the Board

The Joint Commission is an independent, not-for-profit, nationat body that oversees the safety and quality of health care and
other services provided in accredited organbations. Information about accredited organizations may be provided direcely
to The Joint Commission at 1-800-994-6610. Information tegarding eccreditacion and the accreditation performance of
individual organizations can be obteined through The Joint Commission’s web site at www.jointcommission.org.
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Provena United Samaritans

Medical Center
Danville, IL

has been Accredited by

The Joint Commission
Which has surveyed this organization and found it to meet the requiremenss for the
Hospital Accreditation Program

July 26, 2008

Accrediration is customatily valid for up to 39 months.

tQawd Z Juhoseertel.. s W Sass2—
Dixvid L Nahewold, M.D, Organization 10 # Mark m{u.b.

Chalrman of the Board

The Joint Commission 15 an Independent, not-for-profic, national body that oversees the safery and quality of health care and
- other services provided in accredived organizations. Information sbour accredited organizations may be provided directly
to The Joint Commission ar 1-800-994-6610. Information regarding accreditation and the accreditation performance of
individual organications con be obtsined through The Joint Commission’s web site at www.joinwemmission.org.
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P The Joint Commission

April 5, 2011

Joint Commission TD #: 7364

Jeffrey L. Brickman, M.B.A.
Program: Hospital Accreditation

President and CEO

Provena Saint Joseph Medical Center Accreditation Activity: 60-day Evidence of
333 North Madison Street Standards Compliance

Jotict, IL 60435 Accreditation Activity Completed: 04/05/2011

Dear Mr. Brickman;

The Joint Commission would like to thank your organization for participating in the accreditation process. This
process is designed to help your organization continuously provide safe, high-quality cere, treatment, and services
by idenlifying opportunities for improvement in your processes and helping you foliow through on and
implement these improvements. We encourage you to use the accreditation process as a continuous standards

compliance and operational iraprovement tool.
The Joint Commisston is granting your organization an accreditation decision of Accredited for all services
surveyed under the applicable manual(s) noted below:

iv redifation T itat
This acereditation eycle is effective beginning January 29, 2011. The Joint Commission reserves the right to
shorten or lengthen the duration of the cycle; however, the certificale and cycle arc customarily valid for up to 36
months.
Please visit Quality Check® on The Joint Commission web site for updated information related to your
accreditation decision.
We encourage you to share this accreditation decision with your organization's appropriate staff, leadership, snd

governing body. You may also want to inform the Centers for Medicare and Mcdicaid Services (CMS), state or
regional regulatory services, and the public you serve of your organization’s acereditabion decision.

Pleasc be assured that The Joint Commission will keep the report confidential, except as required by law, To
ensure that The Joint Commission’s information aboul your organization is always accurate and current, our
policy requires that you inform us of any changes in the name or ownership of your organization or the health

care services you provide.

Sincerely,

b S0t fmin I, PRD

Ann Scott Blouin, RN, Ph.D.
Exceutive Vice President
Accreditation and Cerlification Operations

ATTACHMENT {1
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Provena Saint Joseph Hospital
Elgin, IL
has beeri Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the
Hospital Accreditation Program

May 10, 2008
Accereditation is customarily valid for up to 39 months.

Qovit £ it ke

David L. Nahrwold, M.D. Organbmtion 1D # Mark Chassin, M.D.
Chairman of the Board President

The Joint Commission is an independent, not-for-profit, natlonal body that oversees the safety and quality of health care and
other services provided bn accredited organizations. Informaden abowt accredited organizations may be provided directly
to The Joint Commission ar 1-800-994-6610. Information regarding accreditation and the accredimtion performance of
individual organizations can be obtmined through The Joint Commisslon's web site ar www.jointcommission.org.
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P The Joint Commission

June 17, 2011

George Einhorn, RN Joint Commission ID #: 7240

Interim CEQO Program: Behavioral Health Care Accreditation
Provena Mercy Medical Center Accreditation Activity: 60-day Evidence of
1325 North Highland Avenue Standards Compliance

Aurora, IL 60506 Accreditation Activity Completed: 06/16/2011
Dear Mr. Einhorn:

The Joint Commission would like to thank your organization for participating in the accreditation process. This
process is designed to help your organization continuously provide safe, high-quality care, treatment, and services
by identifying opportunities for improvement in your processes and helping you follow through on and
implement these improvements. We encourage you to use the accreditation process as a continuous standards
compliance and operational improvement tool.

The Joint Cormission is granting your organization an accreditation decision of Accredited for all services
surveyed under the applicable manual{s) noted below:

Q ivi ditation al Behavio galth Ca

This accreditation cycle is effective beginning March 05, 2011. The Joint Commission reserves the right to
shorten or lengthen the duration of the cycle; however, the certificate and cycle are customarily valid for up to 36

months,

Please visit Quality Check® on The Joint Commission web site for updated information related to your
accreditation decision.

We encourage you to share this accreditation decision with your organization’s appropriate staff, leadership, and

governing body. You may also want to inform the Centers for Medicare and Medicaid Services (CMS), state or
rcgional regulatory services, and the public you serve of your organization’s accreditation decision.

Pleasc be assured that The Joint Commission will keep the report confidential, except as required by law. To
ensure that The Joint Commission’s information about your organization is always accurate and current, our
policy requires that you inform us of any chenges in the name or ownership of your organization or the health
care services you provide,

Sincerely,

bon Sttt fosin £ PR

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Certification Operations
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REMOVE THIS CARD TO CARRY AS AN
IDENTIFICATION
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11706710

PROVENA HOSPITALS

D/BSA_SAINY MARY'S HOSPITAL
500 WEST COURT STREET
KANKAKEE IL 60901

FEE RECEIPT NO.

i i i ot B £ g o
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7 The Joint Commission

May 27, 2011

Joint Commission 1D #: 7367

Program: Hospital Accreditation

Accreditation Activity: 60-day Evidence of
Standards Compliance

Accreditation Activity Completed: 05/27/201]

Michae! Ao, MBA, MHA
President and CEQ, Provena St. Mary's

Hospital.

Provena St. Mary's Hospital
500 West Court Street
Kankakee, [L 6090

Dear Mr. Arno;

The toint Commission would like to thank your organization tor participating in the acereditation process. This
process is designed to help your arganization continuously provide safe. high-quality care, reatment, and services
by identifying opportunilics tor improvement in yous processcs angd helping you lollow through on and
implentent these improvements. We encourmge you 1o use 1he accreditation process as a continuous standards
compliance and operational improvement tool.

The Joint Conunission is granting your organization an accreditation decision of Accrediicd for all services
surveyed under the applieable manual{s) noted below;

Comprehensive Accreditation Manual for Hospitals

This accreditation eycle is effective beginning April 02, 2041, The Joint Comm:ssion reserves the right to shorren
or lengthen the duration of the cyele; however, the certificate and cycle are eustomarily valid for up to 36 monihs.

Please visit Quality Check® on The Joint Commission web site for updated information related to your
accreditation decision.

We cncourage you to share this accreditation decision with your organization’s appropriaic staff, leadership, and
voverping body. You may also want to inform the Centers for Medicare and Medicaid Scrviccs {CMS), stalc or
regivnal regulatory scrvices, and the public you serve of your organization's accreditation decision.

Pleasc be assured that The Joint Conunission will keep the report confidential, excepr as required by law, To
easure that The Joint Commission's information aboul your organization 1s always accuraie and cureent, our
policy requires that you inform us of any changges in the name or ownership of your organization or the health

care services you provide.

Sincerely,

frn Sttt i A PR

Ann Scott Blouin, RN, Ph.D.
Executive Vice President
Accreditation and Certification Operations
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elmont/Harlem Surgical Center, LLC
Chicago, IL

has been Accredited by

The Joint Commission

Which has surveyed this organization and found it to meet the requirements for the

Ambulatory Health Care Accreditation Program

July 8, 2010

Accreditation is customarily valid for up to 39 months.

/Zd, ﬁﬂ Ma—' Organization [D #452703 MS AZ‘

David L. Nahrwold, M.D. Print/Reprint Date: 7/21/10 ATEASHREEN T, M.D.

Chairman of the Board President




Printed: 11/14/2005

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
~ CENTERS FOR NEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF SEFICIENCIES (X1) PROVIDERSSUPPLIER/CLIA X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY

AND PLAN OFCORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED

" 1B WING
99ES-63 111512005
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
MANTENO DIALYSIS CENTRE 1 EAST DIVISION
MANTENO, L. 60950
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {15
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- com;ksg ION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APFROPRIATE DEFICIENCY)
V 000! INITIAL COMMENTS vV 000

Surveyor: 11384

A. Based on policy and procedure review,
interview with hemodizalysis staff members and
review of patient records, Manteno Dialysis
Centre located at 1 E. Division St., Manteno, IL
has met the requirements at 42 CFR 405,
Subpart U and is in compliance with the
Conditions of Coverage for End Stage Renal
Dialysis (ESRD) facilities in the State of IL, as of
11/15/05. No deficiencies were cited.

11384

TITLE {8) DATE

LAII}ORATO Y DIREGTOR'SQR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
' ._%&w @it line 4O CE0O Nty

. deficiency statement ending with an asterisk (7) denotes a deficiency which the institution may ke excused from comecting providing it is determined that,
other safeguards provide sufficient protection to tha patients, (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
foltowing the data of survey whether or not a plan of cqrrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of comeclion is _lfe uisfte to continued

program participation. ATTACHMEN

JRM CMS-2567(02-99) Previous Versions Obsolete

8QCX 11 If continuation sheet Page 1of 1




PURPOSE OF PROJECT

The project addressed in this application is limited to a change of ownership as
defined in the IHFSRB’s rules, and does not propose any change to the services provided,
including the number of beds provided at Saint Francis Hospital. The facility will
continue operate as a general, acute care hospital. The hospital corporation will not

change, and no change in the facility’s IDPH license will be required.

The proposed change of ownership will result from the planned merger of the
Provena and Resurrection systems, through the establishment of a not-for-profit,
charitable “super parent” entity. This super parent will provide unified corporate
oversight and system governance by serving as the corporate parent of Resurrection
Health Care Corporation and Provena Health, each of which is the current parent entity of
the Resurrection and Provena systems, respectively. The proposed merger—and the
resultant deemed changes of ownership of the systems’ facilities—will position
Resurrection and Provena to strengthen access to Catholic health care, improve their
long-term financial viability, enhance clinical capabilities, improve employee and
medical stafY satisfaction through a shared culture and integrated leadership, and position

the unified system for innovation and adaptation under health care reform.

ATTACHMENT 12




The table below identifies the hospital’s inpatient origin for the 12-month period
ending September 30, 2010; identifying each ZIP Code area that contributed a minimum

of 1.0% of the hospital’s admissions during that period.

Cumulative

ZIP Code Community Admissions % %
60626 Chicago-Rogers Park 2,048 23.7% 23.7%
60645 Chicago-West Rogers Park 1,448 16.8% 40.5%
60202 Evanston 859 10.0% 50.4%
60660 Chicago-Edgewater 426 4.9% 55.4%
60076 Skokie 419 4.9% 60.2%
60659 Chicago-Northtown 350 4.1% 64.3%
60201 Evanston 348 4.0% 68.3%
60077 Skokie 277 3.2% 71.5%
60712 Lincolnwood 216 2.5% 74.0%
60640 Chicago-Uptown 195 2.3% 76.3%
60625 Chicago-Albany Park 162 1.9% 78.2%
60053 Morton Grove 109 1.3% 759.4%
60618 Chicago-Avondale 85 1.1% B80.5%

other ZIP Code areas contributing <1% 1,681 19.5% 100.0%

8,633 100.0%

As can be noted from the table above, thirteen ZIP Code areas accounted for over
80% of the hospital’s admissions. This analysis clearly demonstrates that Saint Francis

Hospital provides services primarily to area residents.

The measurable goals resulting from the consolidating of the systems will be
continually high patient satisfaction reports, strong utilization levels, and improved

access to capital to ensure that the hospital’s physical plant is well maintained and that

ATTACHMENT 12




needed equipment can be acquired. These goals will each be measurable within two

years.

ATTACHMENT 12




ALTERNATIVES

Section 1110.230(c) requests that an applicant document that the proposed project
is the most effective or least costly alternative for meeting the health care needs of the

population to be served.

This project is limited to a change of ownership resulting from the proposed
merger of the Provena and Resurrection systems. As described elsewhere in this
application, this is being implemented through the formation of a “super parent” entity
that will create unified system oversight. This super parent structure will create a change
in control, and under IHFSRB rules, a change of ownership of thirteen (13) hospitals, one
(1) ambulatory surgical treatment center (ASTC), and one (1) end stage renal disease

(ESRD) facility.

In order to best respond to Section 1110.230(c) given the nature of the project,
technical assistance direction was sought from State Agency staff on February 22, 2010.
Through the technical assistance process, the applicants were advised by State Agency
staff that it would be appropriate to explain why this proposed system merger was the

only alternative considered.

ATTACHMENT 13




As explained in the Project Overview, Resurrection and Provena are committed to
advancing the shared mission of the existing health systems in a manner that improves
long-term financial viability, clinical integration and administrative efficiencies. For
these two not-for-profit Catholic health systems, the merger of the systems is uniquely

well-suited to meeting these mission, service delivery, and efficiency goals.

In very different circumstances, health systems might give serious consideration
to an asset sale/acquisition in exchange for cash considerations, or to a corporate
reorganization in which one party acquires and controls the other. Here, however,
Provena and Resurrection have determined, through a process of discernment that
involved both existing systems and the five (5) religious sponsors, that the systems
should come together in a merger of equals transaction through a super parent structure,
which will align corporate oversight, provide unified govemnance equally to entities
currently in both systems, and avert the need for asset sale/acquisition. The System

Merger Agreement has been submitted with this application.

ATTACHMENT 13




IMPACT STATEMENT

The proposed change of ownership will have a significant positive broad-based
and health care delivery impact on the communities historically served by Saint Francis
Hospital. Consistent with IHFSRB rules, this impact statement covers the two-year

period following the proposed change of ownership.

Reason for the Transaction

Through both discernment and due diligence processes, Resurrection Health Care
Corporation (“Resurrection™) and its sponsoring congregations have concluded that its
hospitals can better serve their patients and their communities if the Resurrection system
were to merge with that of Provena Health (“Provena™). By doing so, Resurrection
anticipates that it will be able to improve its administrative efficiencies and enhance its

clinical integration efforts, consistent with its mission.

Anticipated Changes to the Number of Beds or Services Currently Offered

No changes are anticipated either to the number of beds (271) or to the scope of

services currently provided at Saint Francis Hospital.

The current and proposed bed complement, consistent with Saint Francis

Hospital’s 2009 IDPH Hospital Profile are:

ATTACHMENT 19A




206 medical/surgical beds

12 pediatrics beds

35 intensive care beds

18 obstetrics/gynecology beds

Among the other clinical services currently offered and proposed to continue to
be provided are: surgery (including cardiovascular surgery), nursery, clinical laboratory,
pharmacy, diagnostic imaging, cardiac catheterization, GI lab, emergency department,

outpatient clinics, and physical, occupational, and speech therapy.

QOperating Entity

Upon the change of ownership, the operating entity/licensee will remain Saint

Francis Hospital.

Additions or Reductions in Staff

No changes in clinical or non-system administrative staffing, aside from those
routine changes typical of hospitals, are anticipated during the first two years following
the proposed change of ownership. The applicants fully intend to offer all current
hospital employees positions at compensation levels and employee benefits equivalent to

their current position, compensation and benefits.

Cost/Benefit Analysis of the Transaction

1. Cost
The costs associated with the transaction are limited to those identified in Section
I and discussed in ATTACHMENT 7, those being an apportionment of the transactional

costs, categorized as “Consulting and Other Fees™. As required by the [HFSRB’s rules,
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the value of the hospital is included in the project cost identified in Section I of this

application document. However, that identified component of the “project cost” does not

result in an expenditure by any applicant.

2. Benefit
The applicants believe that the community will benefit greatly from the change of
ownership, primarily through the combined system’s ability to operate more efficiently,

improve clinical integration, and enhanced access to capital.

In 2009, the hospital admitted approximately 8,500 patients, provided
approximately 117,600 outpatient visits, and treated over 335000 patients in its

emergency department.

It is the expectation of the applicants that, for a minimum of two years following
the change of ownership, all programs and services currently provided by Saint Francis
Hospital will continue to be provided, and consistent with [HFSRB requirements, access
to the hospital’s services will not be diminished. Assessments related to potential

program expansion will commence shortly after the change of ownership/merger occurs.

Each of the hospitals included in the system merger will provide both charity care
and services to Medicaid recipients. According to IDPH data, during 2009 the admission
of Medicaid recipients to Resurrection hospitals ranged between 8.6% and 65.2%, and for

Provena hospitals ranged between 11.0% and 27.3%. The primary vanable in these
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percentages is the geographic location of the individual hospitals. Over 20% of the
patients admitted to five (5) of the thirteen (13) Resurrection and Provena hospitals in

2009 were Medicaid recipients.

Finally, with nearly 1,000 employees (FTEs), Saint Francis Hospital is a major
area employer, and, as noted above, no changes in clinical or non-system administrative
staffing, aside from those routine changes typical of hospitals, are anticipated during the

first two years following the proposed change of ownership.
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ACCESS

Access to the facilities addressed in the merger will not become more restrictive
as a result of the merger; and letters affirming such from the Chief Executive Officers of

Provena Health and Resurrection Health Care Corporation are attached.

Both Provena and Resurrection currently operate with system-wide charity care
policies. Attached is the hospital’s Non-Discrimination in Patient Care policy, and
Resurrection’s Financial Assistance/Charity Care and Uninsured Patient Discount
Programs policy, which applies across all of its hospitals.  Provena and Resurrection
intend to develop a new, consolidated charity care policy for the combined system
hospitals, generally taking the best elements of each of the existing system policies.
Provena and Resurrection representatives have offered to the Illinois Attorney General’s
office that this new charity care policy will be shared in draft form with the Attorney
General’s office, so that the Attorney general’s office can provide input into the policy.
That policy, as of the filing of this application, is being developed, and will be provided
to State Agency staff when complete. Resurrection and Provena have committed to the
State Agency to provide this policy to the State Agency prior to appearing before the

State Board.

Saint Francis Hopsital will, as is the case now, operate without any restrictive

admissions policies, related to race, ethnic background, religion, payment source, or any
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other factor. A copy of the hospital’s policy addressing non-discrimination in its
admissions practices is attached, and the policy will be retained following the system
merger. The hospital will continue to admit Medicare and Medicaid recipients, as well as
patients in need of charity care. In addition, no agreements with private third party
payors currently in place at Saint Francis Hopsital are anticipated to be discontinued as a

result of the proposed change of ownership.
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Sandra Bruce, FACHE
President & Chisf Evecutipe Officer

March 24, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

Please be adived hat following the Ghange of owaership of the hospitals aud ATC directly or
indirectly owsed or controlled by Resurrestion Health Care Corporation, the sfimissiafis Pz:yl{mes of

'thﬁ“s&fhﬁﬂ'rhbs will not bECHTe Hos yestrictive.

4, it sonsnltation with the llinofs Affomey General®s vffice, 4fe ¢itrently
g the syghem merger. That fevised poliy will be

Resumestian and Frover
revising the Shurity eave police o by used Ballow
wovided to the State Ayency upon completion,

g8, FAGHTE

President & CEO

Notarized:

CO-SPQNSORS n
Sisters of the Holy Family of Nazareth. & Sisters of the Resurrection ATTACHMENT 198




19065-Hickory Ceek Drive, Suite 300
Mokena, iU 60246
708 478:6300-Tal
708:478-5960 Fax

o

@1\ PROVENA

" Health,

March 23, 2011

Illinois Health Facilities
and Services Review Board
Sprmgﬁeld Tllinois

To Whom It May C_O_n'c.@m-:

Please:be advised that following the change of-ownership of the hospitals and ESRD
facility directly-or indirectly owned or controlled by Provena Health, the admissions
policies.of those facilities. will not become more restrictive.

Provena and-Resurrection, in:consultation with the.Illinois. Attomey General’s office, are:
currently. revising the charity care policy.to-be used following the system metger. That
revised policy will be provided to the State Agency upon completion.

‘S_in_cere,ly;
o7 b= | w"e'fr'?'é%é%a
President & CEO _ NOTARY PUBLIC - STATEOF ILLINOIS

MY COMMISSION EXPIRES 807114 f

Notarized:
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CURRENT ADMISSIONS
and
CHARITY CARE POLICIES
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5\1_@ Resurrection

=) Health Care
. POLICY-PROTOCOL
CATEGORY: NUMBER:
Mission 1200.60
TITLE: TITLE NUMBER:
Non-Discrimination in Patient Care 371.03
PAGE:
1 OF 2
EFFECTIVE DATE: REVISION DATE:
March 1999 December 2004
REFER TO; LOCATION:
1964 Civil Rights Act

Mission Policies are intended to delineate the values, behaviors and directives that guide the
Resurrection Health Care System as an organization whose identity and practices are consistent
with the Roman Catholic tradition and its teachings.

This policy defines the non-discriminatory practices applicable to all patients, visitors,
physicians and employees of Saint Francis Hospital.

No person will be discriminated against or otherwise denied benefits of care or service on the
grounds of race, sex, national origin, religion, age, sexual preference, disability or financial
means. This includes, but is not limited to the following characteristics.

1. Services will be provided in a way that protects the dignity of the person and enhances
the quality of life.
2. All patients will be admitted, receive care, be transferred and discharged appropriately

with no distinction in eligibility and without discrimination. Patients and/or
families/significant others will be given the choice in the vendor/facility for post acute
care placement or service.

3. All patients with the same health problem will receive the same standard of care.

ATTACHMENT 19B




aﬂ (- @ Resurrection

—)[C Health Care

10.

11.

g " POLICY PROTOCOL"
CATEGORY: NUMBER:
Mission 1200.60

TITLE: TITLE NUMBER:

Non-Discrimination in Patient Care 371.03

PAGE:
2 OF 2

EFFECTIVE DATE: REVISION DATE:
March 1999 December 2004
REFER TO: ~SCATION:
1964 Civil Rights Act

All patient transfers will be in compliance with the Consolidated Omnibus Budget
Reconciliation Act (COBRA) and Emergency Medical Treatment and Active Labor Act
(EMTALA) provisions.

Patient care decisions are to be based on the interests, needs and well being of the patient
and will not be influenced by the patient’s ability to pay.

Patient rooms will not be changed for racial or other discriminatory reasons.
Persons and organizations referring patients to Saint Francis Hospital (SFH) are advised
1o do so without reference to race, sex, national origin, religion, age, sexual preference,

disability or financial means.

Physician practices associated with SFH will appropriately serve the economically poor,
disadvantaged and elderly, regardless of the source of referral and without discrimination.

Employees will be assigned to patient services without discrimination,
Officers, employees, and physicians are bound by the Resurrection Health Care (RHC)
Code of Conduct and Conflict of Interest policies in the discharge of their duties for or on

behalf of RHC.

The Chief Executive Officer is responsible for coordinating compliance with this policy.
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INE Resurrection
=& Health Care

p o

R TS TR

E)ATE O 'NUMR: .
Finance 100.15
TITLE: TITLE NUMBER:

Financial Assistance/Charity Care and 122.05

Uninsured Patient Discount Programs PAGE:

(This policy applies to hospitals only) 1 OF 17
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2002 January 2009 - September 2004
REFER TO: LOCATION:

Finance Policies are intended to provide guidelines to promote responsible stewardship and
allocation of resources.

This policy establishes guidelines for the development and application of financial assistance and
uninsured patient discount programs, by Resurrection Health Care system (RHC) hospitals.

Such programs will be designed to assist individuals in financial need and other medically
underserved individuals or groups to obtain appropriate medical care and advice, and thereby
improve the health of those in the communities served by RHC hospitals.

1. Definitions

1.1  Federal Poverty Level means the level of household income at or below which
individuals within a household are determined to be living in poverty, based on
the Federal Poverty Guidelines as annually determined by the U.S. Department of
Health and Human Services.

1.2 Financial Assistance/Charity Care means providing a discount of up to 100% of
the charges associated with a patient's hospital care, or a discounted fee schedule,
based on financial need.
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IWE Resurrection
)& Health Care

CATEGORV: R NUMBER:
Finance 100.15
TITLE: TITLE NUMBER:

Financial Assistance/Charity Care and 122.05

Uninsured Patient Discount Programs SAGE:

(This policy applies to hospitals only) 2 OF 17
EFFECTIVE DATE: REVISION DATE: SUPERSEDES:
February 2002 January 2009 September 2004
REFER TO: LOCATION:

1.3 Financial Assistance Programs means all programs set forth herein to provide
assistance to those in financial need including financial assistance/charity care,
uninsured patient discounts, and medical indigence discounts and payment caps.

1.4  Financial need means documented lack of sufficient financial resources to pay the
applicable charge for medical care. Financial need may be evidenced by low
household income and asset levels, or high levels of medical debt in relation to
household income (medical indigence). Financial need determinations also take
into consideration other relevant circumstances, such as employment status or
health status of patient or other household members, which may affect a patient's
ability to pay. The existence of financial need must be demonstrated by
information provided by or on behalf of the patient, and/or other objective data
available to the hospital. RHC hospitals may use asset or debt information to
assist in making a determination regarding financial need, when income data is
unavailabie or inconclusive, or reported income is not supported by objective
data.

1,5  [Illinois Resident or Cook County Resident means a person who lives in Illinois
{or Cook County as applicable) and intends to remain living in Illinois {or Cook
County) indefinitely. Relocation to Illinois or Cook County for the sole purposes
of receiving health care benefits does not satisfy the residency requirement.

1.6 Illinois Uninsured Patient Discount Act means the hospital uninsured patient
discount act, as passed by the Illinois General Assembly in 2008, effective as of
April 1, 2009, and as amended from time to time.
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1.7.1
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1.7 Medically Necessary Hospital Services means:

Except to the extent necessary to determine services subject to the Illinois
Underinsured Patient Discount, for purposes of this policy ‘Medically
Necessary Hospital Services” means those hospital services required for
the treatment or management of a medical injury, illness, disease or
symptom that, if otherwise left untreated, as determined by an independent
treating physician or other physician consulted by an RHC Hospital would
pose a threat to the patient’s ongoing health status, and that would be (a)
covered by guidelines for Medicare coverage if the patient were a
Medicare beneficiary with the same clinical presentation as the Uninsured
Patient; or (b) a discretionary, limited resource program for which the
potential for unlimited free care would threaten the hospital's ability to
provide such program at all (such as substance and chemical abuse
treatment, continuing care for certain chronic diseases, chemotherapy and
HIV drugs, other than when provided in connection with other Medically
Necessary Hospital Services).

Examples of services that are not Medically Necessary Hospital Services
include, but are not limited to: (1) cosmetic health services; including
elective cosmetic surgery (exclusive of plastic surgery designed to correct
disfigurement caused by injury, illness, or congenital defect or deformity),
(2) services that are experimental or part of a clinical research program;
(3) elective goods or services that are not necessary to treat an illness or
injury; (4) private and/or non-RHC medical or physician professional fees;
and (5) services and/or treatments not provided at an RHC Hospital; (6)
pharmaceuticals or medical equipment, except to the extent required in
connection with other medically necessary inpatient or outpatient care
being received by a hospital patient; and (7) procedures or services for
which the hospital provides a discounted "flat rate” pricing package.
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Non-Retirement Household Liguid Assets includes cash, or non-cash assets that
can readily be converted to cash, owned by a member of a household, including
savings accounts, investment accounts, stocks, bonds, treasury bills, certificates of
deposit and money market accounts, and cash value of life insurance policies.
Non-retirement household liquid assets will not include a patient’s equity in his or
her primary residence or assets held in qualified retirement plan or other similar
retirement savings account for which there would be a tax penalty for early
withdrawal of savings.

RHC Hospital means a hospital that is part of the not-for-profit, Catholic-
sponsored health care system known as “Resurrection Health Care”.

RHC Hospital Service Area means, for all hospitals, Cook County and with
respect to each individual RHC hospital those portions of any adjacent counties
that are within such hospital’s defined service area or core community, based on
the zip code of a predominant portion of the hospital's patient population.

Uninsured Patient means an individual who is or was a patient of an RHC hospital
and at the time of service is or was not (a) covered under a policy of health
insurance or (b) not a beneficiary under a public or private health insurance,
health benefit, or other health coverage program, including Medicare, Medicaid,
TriCare, SCHIP and All-Kids, high deductible health insurance plans, workers’
compensation, accident liability insurance, or other third party liability plan.

2. Patient Treatment Standards. All patients of RHC hospitals shall be treated with respect

and dignity regardless of their ability to pay for medical care, or their need for charitable
assistance.
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3. Financial Assistance/Charity Care and other Financial Assistance Programs

3.1

32

33

Discount for Low-Income Uninsured Patients. Financial Assistance/Charity Care
discounts or discounted fee schedules will be available for Medically Necessary
Hospital Services provided to Uninsured Patients who are unable to pay all or part
of the otherwise applicable charge for their care due to financial need, as
documented in accordance with this Policy. Patients demonstrating financial need
based on household income at or below one hundred percent (100%) of the
Federal Poverty Level, combined with a general lack of liquid assets, will receive
a one hundred percent (100%) discount on Medically Necessary Hospital
Services. Patients generally lacking liquid assets who have household income
between one hundred percent (100%) and up to four hundred percent (400%) of
the Federal Poverty Level will receive a sliding-scale discount for such hospital
care, at levels approved by the RHC Executive Leadership Team.

Payment Caps Under Illinois Uninsured Patient Discount Act. To the extent
required by the Illinois Uninsured Patient Discount Act, and subject to other

eligibility standards and exclusions as set forth by such law including standards
based on asset level, Uninsured Patients who are Illinois residents having
household income of up to six hundred percent (600%) of the Federal Poverty
Level shall not be required to pay to an RHC hospital more than twenty five
percent (25%) of such patient’s family gross income within a twelve (12) month
period.

Qther Payment Caps. An Uninsured Patient who is eligible for Financial
Assistance/Charity Care at an RHC Hospital pursuant to the criteria set forth in
Section 5.1 or 5.3 below shall be eligible for a payment cap based on RHC’s
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charitable commitment to catastrophic medical expenses assistance based on
medical indigence, as follows:

3.3.1 For an eligible Uninsured Patient who demonstrates that s/he has a
household income of four hundred percent (400%) or less of the Federal
Poverty Level, such patient’s payment obligation within any 12-month
period will be limited to the higher of: (a) ten percent (10%) of the
patient’s annual gross household income; or (b) ten percent (10%) of the
patient’s Non-Retirement Household Liquid Assets.

3.3.2 For an eligible Uninsured Patient who demonstrates that s/he has a
household income over four hundred percent (400%) of the Federal
Poverty Level, or less, such patient’s payment obligation within any 12-
month period will be limited to the higher of: (a) fifteen percent (15%) of
annual gross household income; or (b) fifteen percent (15%) of the
patient’s Non-Retirement Household Liquid Assets.

Financial Assistance/Charity Care for Insured Patients. Subject to insurance and

governmental program restrictions (which may limit the ability to grant a discount
on co-pays or deductibles, versus discounts on co-insurance), insured individuals,
federal program beneficiaries and other individuals who are not automatically
eligible for Financial Assistance/Charity Care hereunder but who demonstrate
medical indigence or other financial need, may receive a Financial
Assistance/Charity Care discount in similar or different amounts as are available
to Uninsured Patients under this policy, as determined appropriate under the
circumstances by RHC Patient Financial Services.
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Discounts for Uninsured, Medically Indigent Patients. Uninsured Patients whose
household income is greater than four hundred percent (400%) of the Federal Poverty

Level or who do not meet the automatic eligibility criteria set forth in Section 5 below,
will nevertheless be eligible to receive a financial assistance/charity care discount based
on a determination of medical indigence, by virtue of having medical bills from an RHC
hospital in an amount equal to or greater than fifteen percent (15%) of their household
income and available assets. Such Financial Assistance/Charity Care discount for
uninsured higher income but medically indigent patients shall be one that is reasonable in
relation to the individual patient's household financial circumstances and the health status
of the patient and other family members.

Eligibility for Financial Assistance Programs

5.1 Automatic Eligibility: Cook County and Adjacent County Residents and Patients
Needing Emergency Medical Care. In order to best serve the needs of the low-

income and medically underserved members of their respective communities,
RHC hospitals' Financial Assistance/Charity Care and other Financial Assistance
Programs (other than the RHC uninsured discount, which will be available to all
patients irrespective of residence) will be automatically available to all residents
(regardless of citizenship or immigration status) of Cook County and those
portions of any adjacent counties that are within a hospital's service area, subject
to a determination of financial need or other eligibility requirements. In addition,
all RHC hospitals will provide financial assistance/charity care discounts to
eligible patients in connection with hospital emergency department and other
medical services necessary to diagnose, treat or stabilize an emergency medical
condition,
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5.2  Patient Responsibilities RHC hospitals may condition receipt of charitable

assistance under any Financial Assistance Program on a patient acting reasonably

and in good faith, by providing the hospital, within 30 days after the hospital's
request, with all reasonably-requested financial and other relevant information
and documentation needed to determine the patient's eligibility for assistance,
including cooperating with the hospital's financial counselors in applying for
coverage under governmental programs, such as Medicaid, accident coverage,
crime victims funds, and other public programs that may be available to pay for

health care services provided to the patient. In addition, an RHC hospital may, in

its discretion, choose not to provide Financial Assistance/Charity Care discounts
to voluntarily uninsured individuals who with other household members are at

least 50% owners of the business in which they work, if such business had gross
receipts in the prior tax year of an amount that is greater than $200,000.

5.3  Discretionary Extension of Financial Assistance. Each RHC hospital is
authorized to extend the availability of its Financial Assistance Programs to

residents of other Illinois counties, other U.S. states or foreign countries,
including travelers or out-of-town visitors, based on reasonable, standardized

criteria applicable to all patients of such hospital.

54 Conditions of Discretionary Financial Assistance Program Participation. For

individuals other than those who are automatically eligible to participate in an
RHC Financial Assistance Program as set forth in Section 5.1 above, RHC
hospitals may, as they determine appropriate, condition the receipt of such

financial assistance on disclosure by the patient's immediate relatives, host family

or sponsoring organization of their financial information, sufficient to
demonstrate ability or inability to pay or contribute to the costs of care for their
relative or hosted guest. The hospital may further condition any discretionary
grant of financial assistance on a contribution toward the costs of the patient's
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care and/or a guarantee of payment by such relatives, hosts or others (as
applicable), in the event the patient fails to qualify for coverage through
governmental or private insurance and the patient fails to pay the amounts for
which s/he is responsible. The hospital may also take into consideration the
availability of other options for the proposed patient to receive medical care.

6. Uninsured Patient Discounts

6.1 Charitable Need for Uninsured Patient Discount. RHC believes that a substantial

6.2

portion of uninsured individuals who seek hospital care are uninsured
involuntarily, due to financial need, and further, that because of their uninsured
status and inability to pay, many uninsured individuals delay or refrain from
seeking needed medical care, RHC also believes, based on the experience of its
hospitals in asking patients to apply for Financial Assistance/Charity Care
discounts, that due to privacy and other concerns many uninsured individuals with
financial need will not provide sufficient information to enable RHC hospitals to
verify the existence of financial need.

RHC Charitable Uninsured Patient Discount. Therefore, as part of their
charitable commitment to the poor and underserved, RHC hospitals will provide a
discount on hospital charges to all Uninsured Patients, irrespective of residency,
location or any other criteria, equal to 25% of the hospital charge for which the
Uninsured Patient is responsible. If an Uninsured Patient also qualifies for a
discount under the hospital's Financial Assistance/Charity Care standards, the
amount of such discount will be applied to the patient's charge after application of
the uninsured discount. Such RHC uninsured patient discount will not apply to
any patient who qualifies for a discount under the Illinois Uninsured Patient
Discount Act. '
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6.3  Discount Under Illinois Uninsured Patient Discount Act. To the extent required
by law, RHC hospitals shall provide an alternative form of discount to uninsured
[llinois residents with gross family income of up to 600% of the Federal Poverty
Level, and the 25% uninsured discount methodology set forth above shall not
apply to any portion of such patients’ bill.

6.4  Eligibility for Additional Financial Assistance. Patients receiving a discount
based on uninsured status, whether under the RHC Charitable Uninsured

Discount or pursuant to the [llinois Uninsured Patient Act, shall be eligible for an
additional financial assistance described in this policy, pursuant to the eligibility
standards set forth herein.

7. Hospital Responsibilities for Communicating Availability of Financial
Assistance/Charity Care and Other Charitable Assistance Programs

7.1 Communicating Availability of Financial Assistance/Charity Care Discounts.

Each RHC hospital will maintain effective methods of communicating the
availability of Financial Assistance/Charity Care discounts to all patients, in
multiple appropriate media and in multiple appropriate languages. The
mechanisms that the Hospital will use to communicate the availability of
Financial Assistance/Charity Care will include, but are not limited to the
following;

7.1.1 Signage. Signs shall be conspicuously posted in the admission,
registration and other appropriate areas of the hospital stating that patients
may be eligible for Financial Assistance/Charity Care discounts, and
describing how to obtain more information, including identification of
appropriate hospital representatives by title. Such signs shall be prepared
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in English, Spanish, and any other language that is the primary language
of at least 5% of the patients served by the hospital annually.

7.1.2 Provision of Financial Assistance Materials to Uninsured Patients. RHC

hospitals will provide a summary of its Financial Assistance Programs and
a Financial Assistance application to all persons receiving hospital care
that it identifies as Uninsured Patients at the time of in-person registration,
admission, or such later time at which the patient is first identified as an
Uninsured Patient. For patients presenting in the Emergency Department,
all RHC hospitals will provide such Financial Assistance materials at such

; time and in such manner as is consistent with their obligations under

| EMTALA to assess and stabilize the patient before making inquiry of the

' patient’s ability to pay.

7.1.3 Brochures. Brochures, information sheets and/or similar forms of written
communication regarding the hospital’s Financial Assistance/Charity Care
policy shall be maintained in appropriate areas of the hospital (e.g., the
Emergency Department, organized registration areas, and the Business
Office) stating in at least English, Spanish and Polish, that the hospital
offers Financial Assistance/Charity Care discounts, and describing how to
obtain more information.

7.1.4 Website. Each RHC’s section of the Resurrection Heath Care website
must include: a notice in a prominent place that financial assistance is
available at the hospital; a description of the financial assistance
application process; and a copy of the RHC hospital financial assistance
application form.
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7.1.5 Billing Notices. Each RHC hospital shall include a note on or with the
Hospital bill and/or statement regarding the hospital's Financial
Assistance/Charity Care program, and how the patient may apply for

consideration under this program.

7.1.6 Financial Counselors. Each RHC hospital shall have one or more

financial counselors whose contact information i

s listed or provided with

other information concerning the hospital's Financial Assistance/Charity
Care discount program, who are available to discuss eligibility and other
questions concerning the program, and to provide assistance with

applications.

Communication with Patients Regarding Eligibility Determination for Financial

Assistance/Charity Care,

8.1  Notification of Determination, When an RHC hospital has made a determination
that a patient's bill will be discounted or adjusted in whole or in part based on a
determination of financial need, the hospital will notify the patient of such
eligibility determination, and that there will be no further collection action taken

on the discounted portion of the patient's bill.

82 Changes in Patient Financials Circumstances. Adverse changes on the patient’s

financial circumstances may result in an increase in any

Financial

Assistance/Charity Care discount provided by the hospital. Under no condition,
however, would adverse or other changes in a patient’s financial circumstances
affect the hospital’s continuation of any ongoing treatment during an episode of

care.
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9. . Application of Financial Assistance/Charity Care Determination to Past-Due Bills.

When a patient has been granted a discount on his or her bill under the hospital’s
Financial Assistance/Charity Care program, the hospital will automatically apply a
similar discount or adjustment to all other outstanding patient bills. The hospital will
advise the patient of such adjustment of prior accounts, and that the hospital will forego
any further attempted to collect the amounts written off on such accounts.

10. Updating Prior Financial Need Determinations

10.1 Effective Time of Financial Assistance Qualification Determination. A
determination of a patient’s household income in connection with the patient’s
qualification for any form of Financial Assistance under this Policy will remain in
effect the patient’s entire episode of care, provided that if an episode of care
continues for more than thirty (30) days, the hospital may request the patient to
re-verify or supplement household income information or other eligibility
information as the hospital reasonably deems appropriate, including cooperating
with the hospital financial counselor to re-evaluate the patient’s potential
eligibility for coverage under Medicaid or other governmental programs and for
the hospital’s Financial Assistance/Charity Care program.

102 Re-Verification Within Six Months. When a patient (or the member of the
household of a patient) who has received a determination of financial need under
an RHC hospital's Financial Assistance/Charity Care program subsequently
receives or applies for care from the same or any other RHC hospital more than
30 days but less than 6 months later, the hospital shall request appropriate
information necessary to update the patient's or prospective patient's Financial
Assistance/Charity Care application and re-verify the prior financial need _
determination. Hospital Financial Counselors will work with the patient to make
the updating process as convenient as possible while assuring accuracy of
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information. The hospital shall consider the patient's (or prospective patient's)
eligibility for Financial Assistance/Charity Care based on current income and
assets, and other objective information obtained by the hospital relating to
financial need, such as credit reports, new W-2s, tax retums or other data.

10.3 New Application Requirements. If more than six (6) months has expired since a
patient’s Financial Assistance eligibility determination, the patient must submit a
new Financial Assistance application.

Financial Assistance/Charity Care Determinations Required Prior to Non-Emergency
Services. RHC hospitals will make all reasonable efforts to expedite the evaluation of
patients for eligibility for coverage under governmental programs and otherwise for
Financial Assistance/Charity Care. Such evaluations must generaily be made by an RHC
hospital prior to provision of non-emergency hospital services. Persons who have come

" to a RHC hospital emergency department seeking care for a potential emergency medical

condition will first receive a medical screening exam conducted in compliance with the
Emergency Medical Treatment and Active Labor Act, as amended (EMTALA) and all
care needed to stabilize any emergency medical condition, prior to an evaluation for
coverage eligibility under governmental programs or Financial Assistance/Charity Care.

Staff Training and Understanding of Hospital Financial Assistance/Charity Care Program

12.1  General Program Knowledge. Employed staff of each RHC hospitals shall be
trained, at the levels appropriate to their job function, with respect to the
availability of the Financial Assistance/Charity Care discount program offered by
such hospital for the benefit of poor and underserved members of such hospital's
community.
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12.2

12.3

Specific Program Knowledge. Hospital staff who regularly interact with patients,
including all staff in each hospital’s Patient Financial Services, Patient Access
and Registration departments will understand the hospital’s Financial
Assistance/Charity Care discount program, and be able to either accurately
answer questions or direct questions regarding such programs to financial
counselors or other contact persons.

Annual Training. All Patient Financial Services and Access department staff, and
other applicable staff shall attend an annual in-service on the RHC hospital
Financial Assistance/Charity Care discount program for RHC hospitals, which
will be prepared and supervised by the RHC Finance Division, in consultation
with the RHC Office of Legal Affairs, the System Compliance Officer and
hospital senior management.

Collection Activity

13.1

13.2

General. All RHC hospitals shall engage in reasonable collection activities for
collection of the portions of bills for which patients are responsible after
application of any Financial Assistance/Charity Care discount, uninsured patient
discount, insurance allowances and payment and other applicable adjustments.

Cessation of Collection Efforts on Discounted Amounts. No RHC hospital will
engage in or direct collections activity with respect to any discounts on heaith
care charges provided as a result of a determination of eligibility under the
hospital's Financial Assistance/Charity Care program, unless it is later determined
that the patient omitted relevant information relating to actual income or available
assets, or provided false information regarding financial need or other eligibility
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criteria. Balances remaining after financial assistance discounts are applied will
be subject to reasonable collection activity, consistent with this Policy.

13.3  Use of Reasonable Legal Processes to Enforce Patient Debt. Reasonable legal
process, including the garnishment of wages, may be taken by any RHC Hospital

to collect any patient debt remaining after any adjustment or discount for
Financial Assistance/Charity Care, uninsured status or other reason, under the
following circumstances:

13.3.1 For Uninsured Patients:

The hospital has given the patient the opportunity to assess the
accuracy of the hospital's bili; _

The hospital has given the Uninsured Patient the opportunity to
apply for Financial Assistance/Charity Care and/or {(a) a reasonable
payment plan, or (b) a discount for which the patient is eligible
pursuant to the Iilinois Patient Uninsured Discount Act;

The hospital has given the Uninsured Patient at least 60 days after
discharge or receipt of services to apply for Financial
Assistance/Charity Care;

If the patient has indicated, and the hospital is able to verify, that
the patient is unable to pay the full amount due in one payment, the
hospital has offered the patient a reasonable payment plan;

If the hospital and patient have entered into a reasonable payment
plan, the patient has failed to make payments when due; and

There 1s objective evidence that the patient's household income
and/or assets are sufficient to meet his or her financial obligation
to the hospital.
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13.3.2 For Insured Patients;

. The hospital has provided the patient the opportunity, for at least
30 days after the date of the initial bill, to request a reasonable
payment plan for the portion of the bill for which the patient is

responsible;

U If the patient requests a reasonable payment plan, and fails to agree
to a plan within 30 days after such request; and

. If the hospital and patient have entered into a reasonable payment

plan, the patient has failed to make payments when due.

13.4 Residential Liens. No RHC hospital will place a lien on the primary residence of

13.5

13.6

a patient who has been determined to be eligible for Financial Assistance/Charity
Care, for payment of the patient's undiscounted balance due. Further, consistent
with long-standing RHC policy, in no case will any RHC provider execute a lien
by forcing the sale or foreclosure of the primary residence of any patient to pay
for any outstanding medical bill.

No Use of Body Attachments. In accordance with long-standing practice, no
RHC hospital will use body attachment to require any person, whether receiving
Financial Assistance/Charity Care discounts or not, to appear in court.

Collection Agency Referrals. RHC hospitals will ensure that all collection
agencies used to collect patient bills promptly refer any patient who indicates
financial need, or otherwise appears to qualify for Financial Assistance/Charity
Care discounts, to a financial counselor to determine if the patient is eligible for
such a charitable discount.
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HEALTH CARE SYSTEM

The proposed change of ownership will not restrict the use of other area facilities,
nor will it have an impact on other area providers. For purposes of this section, health

care system refers to the combined Resurrection and Provena systems.

Impact of the Proposed Transaction on QOther Area Providers

Foliowing the change of ownership, Saint Francis Hospital will continue to
operate with an “open” Medical Staff model, meaning that qualified physicians both can
apply for admitting privileges at the hospital, and admit patients to the hospital on a
voluntary basis—the physicians will not be required to admit only to Saint Francis
Hospital. In addition, the hospital’s Emergency Department will maintain 1ts current
designated level, that being “comprehensive”. As a result, ambulance and paramedic
transport patterns will not be altered because of the change of ownership. Last, because
the admissions policies of the hospital will not be changed to become more restrictive
(please sce ATTACHMENT 19B), patients will not be “deflected” from Saint Francis

Hospital to other area facilities as a result of the change of ownership.

Other Facilities Within the Acquiring Co-Applicants’ Health Care System

Upon the completion of the merger, twelve other hospitals will be in the new

Health Care System. All of those hospitals, with the exception of Holy Family Medical
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Center, which operates as a Long-Term Acute Care Hospital (LTACH), operate as
general acute care hospitals.  The table below identifies the distance and driving time

(MapQuest, unadjusted) from Saint Francis Hospital to each of the other hospitals in the

Health Care System.

Saint Francis Hospital

Saint Mary of Nazareth Hospital
and St. Elizabeth's Med. Ctr.
Saint Joseph Hospital

Our Lady of Resurrection Med. Ctr.
Holy Family Medical Center

Provena Covenant Medical Center
Provena Mercy Medical Center
Provena Saint Joseph Hospital
Provena Saint Joseph Medical Ctr.
Provena St. Mary's Hospital

Source: MapQuest, 02/22f2011

7435 W. Talcott Avenue

2233 W. Division Street
2900 N. Lake Shore Drive
5645 West Addison Street
100 North River Road

Provena United Samaritans Med. Ctr. 812 North Logan Street

1400 West Park Avenue
1325 N. Highland Avenue
77 North Airlite Street
333 North Madison Street
500 West Court Street

Proximity of Saint Francis Hospital (355 Ridge Avenue Evanston) to:

Chicago

Chicago
Chicago
Chicago
Des Plaines
Danville
Urbana
Aurora
Eigin

Joliet
Kankakee

Miles
93

8.9
7.1
10.2
12.7
153.7
154.8
48.7
44 .6
59.3
76.2

Minutes
24

28
18
24
29
192
171
80
71
84
97

Consistent with a technical assistance conference held with IHFSRB Staff on
February 14, 2011, historical utilization of the other facilities in the Health Care System

is provided in the form of 2009 IDPH Profiles for those individual facilities, and those

documents are attached.

Referral Agreements

Copies of Saint Francis Hospital’s current referral agreements related to IDPH

“categonies of service” not provided directly by the hospital are attached. It is the intent
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of the applicants to retain all of Saint Francis Hospital’s referral agreements, and each

provider with which a referral agreement exists will be notified of the change of

ownership. Each of the existing referral agreements will continue in their current form

until those agreements are revised and/or supplemented, if and as necessary. That

revision process is anticipated to take 6-12 months from the date of the change of

ownership.

The table below identifies the driving time and distance between Saint Francis

Hospital and each hospital with which SFH maintains a referral agreement.

Referral Site Service
Northwestern Memarial Hospital
320 East Huron Street Chicago perinatal
University of Nlinois at Chicago Med. Cir.
1740 West Taylor Street Chicago ENT/neck surgery
Advocate Lutheran General Hospital
1775 Dempster Street Park Ridge general
pediatric trauma
Children's Memorial Hospital
2300 Children's Plaza Chicago pediatrics
Qur Lady of the Resurrection Med. Ctr.
5645 West Addison Street Chicago cardiac services
Loyola University Medical Canter
2160 S. First Ave, Maywood bumn care
pediatric surgery
pediatric trauma

spinal cord injury
*MapQuest (unadjusted) March 3, 2011

Miles*

104

18

9.6
9.6

8.7
10.2
267
26.7

28.7
26.7

Minutes*

24

31

24
24

22
24
41
41

41
41

Duplication of Services

As certified in this application, the applicants fully intend to retain Saint Francis

Hospital’s clinical programmatic complement for a minimum of two years. An initial

evaluation of the clinical services provided by Saint Francis Hospital would suggest that
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the hospital provides few, if any, clinical services not typically provided by general acute
care hospitals. In addition, and as can be seen from the proximity data provided in the

table above, the hospitals in the Health Care System do not have service areas that

overlap.

Availability of Services to the Community

The proposed merger will, because of the strength of the newly-created system,
allow for the development of important operations-based services that are not currently
available. Examples of these new programs, which will benefit the community, and
particularly the patient community are an electronic medical records (EMR) vehicle
anticipated to be implemented system-wide, enhanced physician practice-hospital
integration, more efficient equipment planning, replacement and procurement systems,
and expanded material management programs; all of which will benefit the community

through the resultant efficiencies in the delivery of patient care services.

In addition, Saint Francis Hospital is a primary provider of both hospital- and
community-based health care programs in its community, and it is the intent of the
applicants to provide a wvery similar community-based program complement,
understanding that in the case of all hospitals, the complement of community programs is

not static, and that from time-to-time programs are added or eliminated.
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Hospital Profile - CY 2009 Resurrection Medical Center Chicago Page 1

Ownership, Manaqement and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Sister Donna Marie CR. White 90.7% Hispanic or Latino: 2.4%
ADMINSTRATOR PHONE  773-792-5153 Black 1.7% Not Hispanic or Latino: 92.0%
OWNERSHIP: Resurrection Medical Center American Indian 0.0% Unknown: 5.5%
OPERATOR: Resurrection Medical Center Asian 1.7%

MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 03%  DPHNumber: 1974
CERTIFICATION: None Unknown: 55% HPA A-01
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 7435 West Talcott Avenue CITY: Chicago COUNTY: Suburban Cook (Chicago)
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
o . CON Beds Setup and Peak Inpatient Observation |ength Dally Occupancy Occupancy
Clinical Service 1213112000 Staffed Census Admisslons  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 214 225 180 11,399 53,786 2,530 49 154.3 721 68.6
0-14 Years 0 0 )
15-44 Years 835 2851
45-64 Years 2406 10,186
65-74 Years 2188 10,249
75 Years + 5970 30,500
Pediatric 17 18 8 230 455 18 2.1 13 7.6 7.2
Intensive Care H 30 0 2,838 8,856 0 a1 243 59.2 809
Direct Admission 1,760 5510
Trensfers 1,078 3,346
ObstetriciGynecology 23 31 3 1,053 2,466 64 24 6.9 30.1 224
Maternity 1,003 2,385
Clean Gynecology 50 g1
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 Q 4] 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental Hiness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 65 61 59 1,370 17,925 0 131 491 756 80.5
Long-Term Acute Care 0 0 0 0 ‘0 0 040 00 0.0 0.0
Dedcated Observalion Q [7)
Facility Utilization 360 15,812 83,488 2,612 54 2369 65.5

(Includes ICU Direct Admissions Only)
fnpatients and OQutpatients Served by Payor Source

Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totals
62.0% 8.6% 0.1% 26.9% 1.0% 1.4%
Inpatients 9805 1360 13 4253 161 220 15,812
39.2% 15.0% 0.1% 42.7% 2.2% 0.8%
Qutpatients 62394 23859 437 67967 3551 1337 159,245
Financial Ye arted: 7/1/2008 to 6130/2009 Inpatient and Qutpatient Net Revenue by Payor Source ch Total Chanity
. N . arity Care Expense
Medicare Medicaid Other Public Private Insurance  Private Pay Totals Care
Expense 1,869,516
Inpatient 65.7% 4.3% 0.0% 28.6% 14% 100.0% Totals: Charity
Revenue als: Cha
(% 127,765,641 8,348,093 0 55,727,368 2,769,114 194,610,216  1,195048 | o 0" Torof
Outpatient 28.9% 6.1% 0.0% 64.8% 2.3% 100.0% Net Revenue
Revenue { $) 22,972,910 5,210,335 0 55,408,824 1,926,915 85,518,984 674 466 0.7%
Birthing Data Newbom Nursery Utilization Crgan Transplantation
Number of Total Births: 1,038 Level 1 Patient Days 1,664 Kidney: 0
Number of Live Births: 1,026 Level 2 Patient Days 1,653 Hoart,. o
Birthing Rooms: 0 Level 2+ Patient Days - 90 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 3,407 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver: ' 0
Labor-Delivery-Recovery-Postpartum Rooms: 17 Inpatient Studies 511,319 ver:
C-Section Rooms: 2 Outpatient Studies 438,246 Total: 0
CSections Performed: 312 Studies Performed Under Contract 88,504
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HOSPITAL PROFILE - CY 2009 Resurrection Medical Center Chicago Page 2
Surgery and Qperating Room LMilization

Surgical Speclatty Operating Rooms Surgical Cases Surqical Hours Hours per Case
inpatient Outpatient Combined Total Inpatient Ouftpatient  Inpatient Outpatient Total Hours inpatient Outpatient
Cardiovascular 0 o 2 2 561 101 1886 13 2017 34 1.3
Dermatology 0 0 0 0 Q 0 0 0 0 0.0 0.0
General 1} 0 9 9 1066 993 1845 1092 2937 1.7 1.1
Gastroenterology 0 0 0 0 1} o 0 0 0 00 0.0
Neurology 0 o 0 0 318 44 1060 93 1153 33 21
OB/Gynecology 0 o 0 0 243 625 565 526 1091 23 0.8
Oral/Maxillofacial 0 0 0 0 6 28 18 76 84 30 2.7
Ophthalmology 0 ] 0 0 52 916 98 801 899 1.9 0.9
Orthopedic 0 0 0 0 855 546 1539 731 2270 1.8 1.3
Otolaryngology Q 0 0 0 a0 336 164 3N 535 1.8 1.1
| Plastic Surgery 0 0 0 ] 13 60 22 83 105 1.7 1.4
| Podiatry 0 0 0 0 53 74 70 125 195 13 17
' Thoracic 0 0 0 0 179 16 435 24 459 24 1.5
‘ Urology 0 0 1 1 350 815 605 584 1189 1.7 0.7
Totals a 0 12 12 3786 4554 8307 4637 12944 2.2 1.0
| SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 20
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases ral rs Hours per Case
Procedu I Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient OQutpatient
Gastroinfestinal Q 0 5 5 1579 3774 970 2519 3489 0.6 0.7
Laser Eye Procedures 0 2 0 2 0 16 0 10 10 0.0 06
Pain Management [ 0 4 4 191 6576 143 4932 5075 0.7 0.8
Cystfoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 1] 0 0 0 0.0 0.0
0 ¢ 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labg Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 3,366
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 1,987
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 1 Interventional Catheterization (15+) 813
Emergency/Trauma Care EP Catheterizations (15+) 566
Certified Trauma Center by EMS {1 )
Level of Trauma Service Le_v-e.l ! Le_vﬂ 2 Total Cardiaccsirr‘:;:; %l;sees: e 215
. : Pediatric (0 - 14 Years): 0
Operating Rooms Dedlca.ted for Trauma Care 0 Adult (1 5(\’ears and Ol)der): 215
Number of Trauma VisHs: 0
Patlents Admitted from Trauma 0 Coranary Artery Bypassl Grafts (CABGs)
performed of total Cardiac Cases : 147
Emergency Service Type: Comprehensive i i
Mumber of Emergency Reom Stations 21 Qutpatient Service Data
Persons Treated by Emergency Services: 38,300 Total Outpatient Visits . 159,245
) Outpatient Visits at the Hospitall Campus: 159,245
Patients Admitted frorn Emergency: 9625 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 38,300
Examinations Radiatio Equipment, Therapies/

Diagnostic/interventional Equipment
Owned Contract Inpatfent Outpatient Owned Contract Treatments

General Radiography/Fluoroscopy 9 0 33,176 30,020 Lithotripsy 0 0 0
Nuclear Madicine 5 0 3,504 5,520 Linear Accelarator 1 0 4,907
Mammography 2 0 19 19,164 Image Gulded Rad Therapy 1 0 5108
Ultrasound 8 0 8'243 11,421 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 High Dose Brachytherapy 1 0 7
interventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 1 0 8 724 Gamma Knife 0 0
Computerized Axial Tomography (CAT} 3 0 12,008 18,683 ) 0
Magnetic Resonance imaging 2 0 2,390 5544 Cyber knife 0 0 0
Ml .lALHN'EN 1 |9t: ——

Source: 2009 Annual Hospital Questionnaire, llinois Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009 Saint Francis Hospital Evanston Page 1

Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Jeff Murphy White 48.2% Hispanic or Latino; 7.4%
ADMINSTRATOR PHONE  847-316-2353 Black 235% Not Hispanic or Latino: 75.9%
OWNERSHIP: Saint Francis Hospital American Indian 0.3% Unknown: 16.7%
OPERATOR: Saint Francis Hospital Asian 4.0%

MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 0.0% IDPH Number: 2402
CERTIFICATION: None Unknown: 24 1% HPA A-08
FACILITY DESIGNATION:  Generai Hospital HSA 7

 ADDRESS 355 Ridge Avenue ______CITy: Evanston COUNTY: Suburban Cook County 5
Facility Utilization Data by Category of Service
Authorized Pezk Beds Average Average CON Staff Bed
. CON Beds Setup and Peak Inpatient Observation | ength Daily Cecupaney Occupancy
Clipical Service 12/31/2009 Staffed Census Admissions  Days Days  ofstay Census  12/31/2009 Rate %
Medical/Surgicai 206 157 135 5662 28,734 4,032 58 89.8 436 57.2
0-14 Years 0 0
15-44 Years 889 3318
45-64 Years 1,741 8300
65-74 Years 1,151 6,190
75 Years + 1,881 10,826
Pediatric 12 12 6 283 636 211 3.0 23 19.3 19.3
Intensive Care 35 35 32 2,280 7,775 85 34 215 615 61.5
Direct Admission 1,678 5,840
Transfers 602 1,935
Obstetric/Gynecology 18 12 12 850 2,148 152 27 6.3 35.0 525
Matemity 714 1,862
Cigan Gynecology 136 286
Neonatal 0 0 [} 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 0 0 0 o 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 1] v} 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 "0.0 0.0
Dedcated Observation 0 0
Facility Utilization 21 8,473 39,293 4,480 5.2 119.9 443
(Includes ICL) Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totals
48.1% 21.3% 0.0% 26.8% 3.3% 1.5%
Inpatients 4072 1806 0 2186 282 127 8,473
27.5% 20.1% 0.0% 20.3% 30.9% 1.2%
Outpatients 32308 23699 0 23907 36315 1404 117,633
inancial Year orted: 711/2008 to 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
. arity Care Expense
Medicare Medicald Other Public  Private Insurarice  Private Pay Totals Care 3344304
Inpatient 47.8% 23.1% 0.0% 26.0% 3.1% 100.0% Expense Tom’,s éh ity
Reven : Chai
enue ($) 52,034,978 25,140,397 0 28,361,084 3385602 108,922,062 1883268 | ‘oo Cor s
Outpatient 17.6% 10.6% 0.0% 58.3% 13.6% 100.0% Net Revenue
Revenue { $) 10,022,592 5,962,892 0 33,167,642 7,755,578 56,908,804 1,461,036 2.0%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Mumber of Total Births: 21 Level 1 Patient Days 1,729 Kidney: 0
Number of Live Births: 710 Level 2 Patient Days 660 Hean-y' 0
Birthing Rooms: 0 Level 2+ Patient Days 24 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 2,413 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recavery Rooms: 0 Laboratory Studies Liver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 18 Inpatient Studies 402,225 :
C-Section Rooms: 2 Outpatient Studies 229,844 Total: 0
CSections Performed: 175 Studies Performed Under Contract 7672

* Note: On 4/22/2008, Board approved the voluntary reduction of 104 beds within Medical Surgical, Pediatric, Ob-Gyn and [CU categories of service. The
total bed count for the facllity Is 271 beds.
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HOSPITAL PROFILE - CY 2009 Saint Francis Hospital Evanston Page 2
Surgery and Qperating Room Utilization
Surgical Specialty Operating Rooms Surglcat Cases SBurgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient OQutpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 2 2 168 12 504 19 623 a6 16
Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 2 2 1096 801 2218 990 3208 2.0 1.2
Gastroenterclogy 0 0 2 2 0 0 0 0 0 0.0 0.0
Neurology 0 0 1 1 78 8 244 13 257 < 1.6
OB/Gynecology 0 0 1 1 188 277 514 2 856 27 1.2
Oral/Maxillofacial 0 0 0 0 0 0 0 0 0 0.0 0.0
Ophthalmology 0 0 2 2 22 744 24 584 608 1.1 08
Orthopedic 0 0 2 2 565 706 1379 1001 2380 24 1.4
Otalaryngology 0 0 ] 0 58 161 90 219 309 1.6 1.4
Plastic Surgery 0 0 1 1 23 54 82 94 176 6 1.7
Podiatry 0 1) 0 0 9 92 12 121 133 13 1.3
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 o 2 2 141 147 223 129 352 1.6 0.9
Totals 1] 0 15 15 2348 3002 5390 3512 8902 2.3 1.2
SLURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 11 Stage 2 Recovery Stations 28
Dedicated and Non-Dedicated Procedure Room Utilzation
oce 0 Surglcal Cases Surgical Hou Hours per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 3 3 808 1830 6516 1427 2043 0.8 0.8
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pafn Management 0 0 i 1 21 542 20 351 n 1.0 06
Cystoscopy 0 1] 2 2 113 132 130 113 243 1.2 09
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
: 0 0 0 0 0 0 0 0 0 0.0 0.0
! 0 0 0 a 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Candiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardigc Cath Procedures: 838
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 524
Cedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 312
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Traumma Center by EMS v Cardiac 8 Data
. lac aurgery
Level of Trauma Service L::ﬁ:: Le-v.e! 2 Total Cardiac Surgery Cases: 75
N ; Pediatrie (O - 14 Years): 0
Operating Rooms Dedi'cated for Trauma Care 2 Adult (1 S(Years and Ol) der): 75
Number of Trauma Visits: 851
Patients Admitted from Trauma 4914 Coronary Artery Bypass Grafts (CABGs)
) ) performed of total Cardiac Cases ! 63
Emergency Service Type: Comprehensive N .
Number of Emergency Room Stations 20 Total Outoat ts_—'“i:&mg% 117633
R Q auent vis )
Persons Treated by Emergency Services: 34,500 Outpah‘gni Visits at the Hospita¥f Campus: 106,748
Patlents Admitted from Emergency: 5,956 Outpatient Visits Offslte/off campus 10.885
Total ED Visits (Emergency+Trauma): 35351 ’
Diagqrostic/nterventional Equipment Examinations adiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Fiuoroscopy 4 0 13,559 29,471 Lithotripsy 0 0 0
Nuclear Medicine 2 0 1,028 2,280 Linear Accelerator 1 0 119
Mammography 3 0 0 10,623 image Guided Rad Therapy 0 0 0
Ultrasound 4 0 1,473 4,435 Intensity Modulated Rad Therap 1 0 74
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 0 i 0 128 Gamma Knife -0 0
Comptterized Axial Tomography (CAT) 2 g 2,968 16,677 . 0 0
1 0 8o7 2,119 Cyver knife 0 0 0

Magnetic Resonance Imaging
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Hospital Profile - CY 2009

Saint Mary Of Nazareth Hospital

Chicago

Page 1

Ownership, Management and General Informnation

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Margaret McDermott White 21.0% Hispanic or Latino; 13.8%
ADMINSTRATOR PHONE  312-770-2115 Black 25.7% Not Hispanic or Latino: 85.9%
OWNERSHIP: Saints Mary and Elizabeth Medical Center DBA Saint American (ndian 0.1% Unknown: 0.3%
OPERATOR: Saints Mary and Efizabeth Medical Center DBA Saint Asian 1.3%
MANAGEMENT: Not for Profit Corporation Hawalian/ Pacific 0.0% IDPAH Number: 2584
CERTIFICATION: None Unknown: 52.0% HP A-02
FACILITY DESIGNATION:  General Hospital HSA 6
ADDRESS 2233 West Divison Street CITY: Chicage COUNTY: Suburban Cook (Chicago)
Facility Utilization Data by Category of Service
Authorized  Peak Beds Average Average CON Staff Bed
- . CON Bods Setup and Peak Inpatient Observation Length Daily Occupancy Occtpancy
Clipical Service 123/31/2009 Staffed Census Admissions Days Days of Stay Census 12/31/12009 Rate %
Medical/Surgical 186 186 152 10373 48,081 3623 50 1417 76.2 76.2
(-14 Years 10 20
15.-44 Years 2,528 8045
45-64 Years 3,883 17,282
65-74 Years 1,831 9,676
75 Years + 2,121 13,118
Pediatric 14 14 14 925 2,002 535 28 7.2 51.4 51.4
Intensive Care 32 32 30 2,010 7,979 5 40 21.9 68.4 68.4
Direct Admission 1,204 4,536
Transfers 806 3,443
Obstetric/Gynecology 20 20 20 2,199 5,113 235 2.4 14.7 73.3 733
Matermnity 2,193 5,103
Clean Gynecology 6 10
Neonatal 0 0 0 0 0.0 0.0 0.0 0.0
Long Term GCare 1] 1] 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 120 120 120 3,068 34,495 0 87 945 78.8 78.8
Rehabilitation 15 15 15 325 3,847 0 11.8 10.5 70.3 70.3
Long-Term Acute Care 0 0 0 0 0 o 0.0 0.0 0.0 0.0
Dedcated Qbssrvation 0 0
Facility Utitization 387 18,994 101,607 4,398 56 290.4 76.0
(includes ICU Direct Admissions Only)
npatients and Ouipatients Served by Payor Source
Medicare Medicald Other Public  Private Insurance Private Pay  Charity Care Totals
34.1% 42.9% 0.0% 18.8% 21% 2.1%
inpatients 6478 8142 8 3562 402 402 18,994
206% 42.5% 0.1% 30.7% 3.3% 238%
Outpatients 33067 68076 170 49228 5270 4524 160,335
Financial Year Reported: 7112008 10 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Totaf Chanity
. arity Care Expense
Medicare Medicaid Other Public  Private Insurapce  Private Pay Totals Care 2662595
Inpatient 36.8% 34.8% 0.0% 18.9% 9.5% 1000% Cxpense e
Revenue ( §) 64,870,370 61,419,970 0 13285730 16816201 176392271 1,394,620 | Toials: Charity
1 i) ¥ ] 1 h 4 [ ¥ 1 [} + CQre as % of
Outpatient 16.6% 32.9% 0.0% 31.8% 18.7% 100.0% Net Revenue
Revenue ( $) 11,265,066 22,276,179 0 21,509,882 12,633,284 67,684,411 1,267,966 1.1%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 2,014 Level 1 Patient Days 3,691 Kidney: 0
Number of Live Births: 2,004 Level 2 Pafient Days 0 Hean-v. 0
Birthing Rooms: 0 Level 2+ Patient Days 1,409 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 5,100 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Defivery-Recovery Rooms: 8 Laboratory Studies Uver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 641,498 ;
C-Section Rooms: 2 Oufpetient Studies 251,694 Total: 0
CSections Performed: 544 Studies Performed Under Contract 3,466
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HOSPITAL PROFILE - CY 2009 Saint Mary Of Nazareth Hospital Chicago Page 2
Surgery and Operating Room Utilization
Surglcal Specialty Qperating Rooms Surgical Cases Surgical Hours Hougs per Case
Inpatient Outpatient Combined Total Inpatient Outpatient  Inpatient Cutpatient Total Hours Inpatient Outpatient
l Cardiovascular 0 0 1 1 843 87 2000 135 2135 24 1.8
| Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
| General 1] 0 6 6 963 704 1561 767 2328 16 1.1
! Gastroenterology 0 1] 0 o 5 15 7 9 16 14 086
| Neurology 0 0 0 0 156 3 589 7 596 3.8 23
‘ OB/Gynecology 0 0 0 0 519 499 744 403 1147 1.4 0.8
Oral/Maxillofacial 0 0 0 0 ] 9 9 18 27 1.0 2.0
Ophthalmology 0 0 0 0 2 149 4 229 233 20 1.5
Orthopedic 0 4] 0 0 325 162 637 217 854 20 1.3
Otolaryngology 0 0 0 0 70 299 66 108 175 08 1.1
Piastic Surgery 0 0 0 0 20 9 44 19 63 22 21
Podiatry 1] 0 0 0 103 125 a3 171 264 09 14
Thoracic 0 0 0 0 173 26 297 17 314 1.7 07
Urology 0 0 1 1 324 298 447 300 747 14 1.0
Totals 0 0 8 8 3512 2185 6498 2401 8998 19 1.1
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 9 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgjcal Cases Surgical Hours Hougs per Case
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatient inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 3 3 1767 3958 628 1534 2162 04 0.4
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Paln Management 0 ] 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 1] 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization ttilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 1,438
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 852
Dedicated Interventional Catheterization Labs 0 interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 268
Emergency/Trauma Care EP Cathetetizations (15+) 318
Certified Trauma Center by EMS d .
Level of Traume Service Le-v-e.l 1 LBV_e! 2 Total Cardiac__“muc;rfgiea;sc:se‘:‘,: D 75
Pediatric (0 - 14 Years): 1]
Operating Rooms Dedl.cated for Trauma Care 0 Adult (15 (Years and Ol)der}: 75
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypasg Grafts (CABGS)
) performed of total Cardiac Cases : 61
Emergency Service Type: Comprehensive i o,
Number of Emergency Room Stations 31 . MEJM!EE.QEE
Persons Treated by Emergency Services: 57,393 Total Outpatient Visits , 160,335
. . Outpatient Visits at the Hospital/ Campus: 160,335
Patients Admitted from Emergency: 11,665 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): £7.393
Diagnostic/interventional Equipment Examinations adiation Equiprment Therapies/
Owned Contract inpatient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 8 o 15828 37,232 Lithotripsy 1 1 6
Nuclear Medicine 3 0 1,871 2,905 Linear Accelerator 1 0 124
Mammography 1 0 23 4,690 Image Guided Rad Therapy ] ] 0
Ultrasound . 4 0 3416 16,042 Intensity Modulated Rad Therap 0 0 0
Diagniostic Anglography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Anglography 0 0 0 Proton Beam Therapy 0 0 0
Pgsitron Emission Tomography (PET) 0 0 0 0 Gamma Knifs 0 0
Computerized Axial Tomography (CAT) 2 0 4,168 18,333 ) 0
Magnetic Resonance Imaging 1 0 1,315 2,749 Cyber knife 0 0 0

Source: 2009 Annual Hospital Questionnaire, lliinois Department of Public Health, Health Systems Developmen
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Chicago
Patients by Ethnicity

Hospital Profile - CY 2009 Saint Joseph Hospital Page 1

Ownership, Management and General Information

Patients by Race

ADMINISTRATOR NAME:  Roberta Luskin-Hawk White 68.6% Hispanic or Latino: 7.6%
ADMINSTRATOR PHONE  773-665-3972 Black 18.6% Not Hispanic or Latino: 84.2%
OWNERSHIP: Salint Joseph Hospital American Indian 0.1% Unknown: 8.2%
OPERATOR: Saint Joseph Hospital Asian 3.9%
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 05%  |DPHNumber: 2493
CERTIFICATION: None Unknown: 8.2% HPA A-01
FACILITY DESIGNATION:  General Hospital _ HSA 5
ADDRESS 2900 North Lake Shore Drive CITY: Chicago COUNTY: Suburban Cock (Chicago)
]
Facility Utilization Data by Category of Service
Authorized Peak Beds Average Average CON Staff Bed
. . CON Beds Setup and Peak Inpatient Observation pangth  Dally Occupancy Occupancy
Clinical Service 12131/2009 Staffed Census  Admissions  Days Days of Stay Census  12/31/2009 Rate %
Medical/Surgical 219 186 186 7,862 36,064 2,485 49 105.6 482 56.8
0-14 Years 1 6
15-44 Years 1,901 8333
45-64 Years 2,550 11,595
65-74 Years 1,060 4,252
75 Years + 2350 10,878
Pediatric " 7 7 293 754 137 3.0 24 222 34.9
Intensive Care 23 21 21 1,587 6,724 85 43 18.6 81.0 88.7
Direct Admission 696 3,753
Transfers 891 2,981
Obstetric/Gynecology 23 23 23 1,925 4,453 103 24 125 54.3 543
Maternity 1,903 4,406
Clean Gynecology 22 47
Meonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 26 25 26 652 5,696 0 02 16.4 63.2 63.2
Swing Beds 0 0 0.0 0.0
Acute Mental Jliness 35 M 34 1,312 9,266 1 7.1 254 72.5 74.7
Rehabilitation 23 23 17 448 4367 0 9.7 12.0 52.0 52.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 4] o
Facility Utilization 360 13,188 67,634 2,791 5.3 192.¢ 636
(Includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charty Care Totals
43.6% 16.2% 0.2% 37.7% 1.2% 1.1%
Inpatients 5747 2142 22 4972 161 144 13,188
252% 15.8% 0.1% 52.9% 51% 1.0%
Outpatients 47383 29662 158 99559 9558 1871 188,191
Financial Yeer Reported: 7i1/2008 10 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
. N _ . anty Care Expense
Medicare Medicaid Other Public  Private Insurance  Private Pay Totals Care
. Expense 1,487,625
Inpatient 48.8% 13.9% 0.0% 36.8% 2.5% 100.0% Totals: Charity
Revenue ($ otals: Lha,
(® 64,832,024 19,290,122 0 51,002,179 3520673 138,644,998 652,789 { areas % of
Outpatient 18.1% 3.6% 0.0% 72.0% 8.2% 100.0% Net Revenue
Revenue ( %) 8,703,376 1,963,278 0 38,807 662 4,430,471 53,904,787 834,836 0.8%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 1,837 Level 1 Patient Days 2,892 Kidney: o
Number of Live Births: 1,833 Level 2 Patient Days 199 Hea rt-y- 0
Birthing Rooms: 0 Level 2+ Patient Days 2,812 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 5,903 Heart!/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 1 Laboratory Studies Ljvl;r' ) 0
Labor-Delivery-Recovery-Postpartum Rooms: 17 Inpatient Studies 434,758 '
C-Section Roons: 2 Qutpatient Studies 111,988 Total: 0
CSections Performed: 557 Studies Performed Under Contract 4512

* Note: On 4/22/2008, Board approved the voluntary reduction of 42 beds within M/S, Ped and ICU categories of service. The total bed count for the facility is

360 beds. IMRT procedures are done on one of the Linear Accelerators.
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HOSPITAL PROFILE - CY 2009 Saint Joseph Hospital Chicago Page 2
Surgery and QOperating Room Utilization
Surgical Specialty Operating Rooms Surglcal Cases Surgical Hours Hours per Case
Inpatient Outpatient Combined Total Inpatient Outpatient  Inpatient OCutpatient Total Hours Inpatient Qutpatient
Cardiovascular 0 0 1 1 265 136 765 254 1019 29 1.9
Dermatology 0 0 0 0 0 ] 0 0 0 0.0 0.0
General 0 0 10 10 603 718 1656 1357 3013 27 19
Gastroenterology 1] 0 0 0 22 1 25 1 26 1.1 1.0
Neurology 0 0 0 0 74 21 276 55 331 37 26
CB/Gynecology 0 0 0 0 280 - 450 856 729 1585 31 1.6
Oral/Maxillofaciat 0 0 0 0 4 1 6 1 7 1.5 1.0
Ophthalmology 0 0 ] 0 2 987 5 1241 1246 25 1.3
Qrthopedic 0 1] ] 0 362 837 920 1487 2407 25 1.8
Ctolaryngology 0 1] ] 0 66 776 92 998 1080 1.4 1.3
Piastic Surgery 0 1] ] 0 39 331 267 1095 1362 6.8 i3
Podiatry 0 1] a 0 30 241 51 445 496 1.7 1.8
Thoracic 0 0 0 0 40 1 135 20 155 34 1.8
Urology 0 1] 1 1 133 339 212 473 685 18 1.4
Totals 0 o 12 12 1920 4849 5266 8156 13422 27 1.7
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 9
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cages Surgical Hours Hours per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient COutpatient Inpatient Cutpatient Total Hours inpatient Outpatient
Gastrointestinal 0 0 4 4 736 3738 879 4219 5098 1.2 1.1
Laser Eye Procedures 0 0 1 1 i 133 3 177 180 3.0 1.3
Pain Managerment 0 0 1 1 225 954 263 534 797 1.2 08
Cystoscopy 0 0 0 0 0 0 0 o 0 0.0 0.0
Muitipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 o 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardlac Catheterization Labs Cardiag Catheterjzation Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 882
Cath Labs used for Anglography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 582
Dedicated Interventional Catheterization Labs o Interventional Catheterizations (0-14): 0
Dedicated EF Catheterization Labs 0 Interventional Catheterization (15+) 285
Emergency/Trauma Care EP Catheterizations (15+) 15
Certified Trauma Center by EMS ] )
Leve! of Trauma Service Le'v_e_l 1 LE_V_Ef 2 Total Car diac‘g:——;%%"-;ﬂ?g@t—a 61
. Pediatric (0 - 14 Years): 0
Operating Rooms Dedl.cated for Trauma Care o Adult (15(\’ears and Ol)der): 64
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass_ Grafts (CABGS)
performed of total Cardiac Cases : 53
Emergency Service Type: Comprehensive i .
Number of Emergency Roomn Stations 14 Total O aﬁent%%mM% seo191
N 0 isi )
Per'sons Treated by Emergency Serwces. 20,131 Outpatif nt Visits at the Hospital/ Campus: 160,748
Patients Admitted from Emergency: 3,341 Outpatient Visits Offsite/off campus 27443
Total ED Visits (Emergency+Trauma): 20,131 !
Diagnostic/interventional Equipment Examinations Radiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owmed Contract Treatments
Genera! Radiography/Fluoroscopy 17 0 12155 22,688 Litholripsy 0 0 0
Nuclear Medicine 4 0 611 1,114 Linear Accelerator 1 0 167
Mammography 3 0 0 8,837 Image Guided Rad Therapy 0 0 0
Ultrasound 7 0 2,986 11,466 Intensity Modulated Rad Therap 1 0 9
Diagnostic Angfography 0 0 0 0 High Dose Brachytherapy 1 0 16
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Positron Emission Tomography (PET) 0 1 o 391 Gamma Knifa 0 0 g
Computerized Axial Temography (CAT) 1 0 3,399 9,644 )
Magnetic Resonance Imaging 1 0 1,922 2,478 Cyber knife 0 0 0
X rRCHNENTre——

Source: 2009 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Development.
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Hospital Profile - CY 2009 St. Elizabeth’s Hospital

Ownership, Management and Generzal Information Patients by Race
ADMINISTRATOR NAME:  Margaret McDermott White
ADMINSTRATOR PHONE ~ 312-770-2115 Biack
OWNERSHIP: Saints Mary and Elizabeth Medical Center DBA St El American Indian
OPERATOR: Saints Mary and Elizabeth Medical Center DBA St El Aslan
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific
CERTIFICATION: None Unknown:
FACILITY DESIGNATION:  General Hospital

1431 North Claremont CITY: Chicago __COUNTY:

ADDRESS

Facility Utilization Data by Category of Service

Patients by Ethnicity

19.3% Hispanic or Latino: 4.0%

59.8% Not Hispanic or Latino: 75.6%
0.0% Unknown: 20.5%

0,

04% = DPH Number: 2360
0.0%

205%  |TA A0z

HSA 6
burban Cook hicago)

CON

Staft Bed

Authorized Peak Beds Average Average
- i CON Beds Setup and Peak Inpattent Observation |ength Dalky QOccupancy Occupancy
Clinical Service 12131/2009 Staffed Census Admissions  Days Days  ofstay Census  12/31/2009 Rate %
Medical/Surgical 40 40 40 3414 9,323 0 27 25,5 63.9 63.9
0-14 Years o 0
15-44 Years 1,479 3,898
45-684 Years 1,866 5225
65-74 Yoars 67 194
75 Yeers + 2 6
Pedlatric 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 0 0 0 0 0.0 0.0 0.0 0.0
Direct Admission 0 0
Transfers 0 0
Obstetric/Gynecology 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Maternity o 0
Clean Gynecology 1] 0
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 28 26 22 525 6,849 0 13.0 18.8 67.0 72.2
Swing Beds 0 0 0.0 0.0
Acute Mental lliness 40 70 70 2181 18,452 o 85 50.6 126.4 72.2
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 0 ] ] 0 o o 0.0 0.0 0.0 0.0
Dedcated Observation o
Facility Utilization 108 6,120 34,624 0 5.7 949 87.8
(includas ICL Direct Admissions Only)
Inpatients and Outpatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totals
28.2% 65.2% 0.0% 6.0% 0.3% 0.3%
Inpatients 1726 3989 0 367 18 20 6,120
21.6% 40.9% 0.1% 32.6% 3.4% 1.4%
Outpatients 5505 10402 34 8304 856 360 25,461
Financial Year Reported: 7/11/2008 to 673012009 Inpatient and Outpatient Net Revenue by Payor Source Chari Tofal Charity
. - arity Care Expense
Medicare Medicaid Other Public  Private Insurance  Prvate Pay Totals Care
Expense 390,006
Inpatient 23.9% 70.1% 0.0% 5.5% 0.6% 100.0% Totals: Charity
Revenue ($) 9,280,892 27,203,305 0 2,126,999 216,467 38,827,663 322570 | Care as % of
Outpatlent 16.3% 43.1% 0.0% 18.1% 4.5% 100.0% Net Revenue
Revenue ( §) 3,057,316 8,058,125 -0 6,755,379 838,631 18,709,451 67,435 0.7%
Birthing Data Newbomn Nursery Utilization Organ Trapsplantation
Number of Total Births: 0 Level 1 Patient Days 0 Kidney: 0
Number of Live Births: 0 Level 2 Patient Days 0 Heart: . 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 0 Heart/Lung: 0
Dellvery Rooms: 0 . Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 ) Laboratory Studies Uiver: ) 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 83,706 :
C-Section Rooms: 0 Outpatient Studies 51 ,1 07 Total: 0
CSections Performed: 0 Studies Performed Under Contract 0
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HOSPITAL PROFILE - CY 2009 St. Elizabeth’s Hospital Chicago Page 2
Surgery and Operating Room Utilization

| Surgical Speclalty Operating Rooms Sy Cases Surgical Hours u Se
Inpatient Outpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Qutpatient
Cardiovascular 0 0 0 0 0 1 0 1 1 0.0 1.0
Dermatotogy 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 4 4 0 385 0 411 411 0.0 1.1
Gastroenterology 0 0 0 0 0 0 Q 0 ] 0.0 00
Neurology 0 a 0 0 0 0 Q 0 0 0.0 0.0
OB/Gynecology 0 0 0 ] 0 21 1] 17 17 0.0 0.8
OralfMaxillofacial 0 0 0 0 0 ] 0 8 8 0.0 0.9
' Ophthalmology 0 0 0 0 0 536 0 462 462 00 0.9
Orthepedic 0 0 0 0 0 274 0 372 372 00 1.4
Otolaryngology 0 0 0 0 0 94 0 102 102 0.0 1.1
Plastic Surgery 0 0 0 o 0 2 0 2 2 0.0 1.0
Podiatry 0 0 0 0 0 59 0 76 76 0.0 1.3
Thoracic 0 0 0 0 0 2 ] 1 1 0.0 0.5
Urology 0 0 1 1 0 283 0 214 214 0.0 0.8
| Totals 0 0 5 5 0 1666 0 1666 1668 0.0 1.0
| SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 8 Stage 2 Recovery Stations 18
Dedicated and Non-Dedicated Procedure Room Utilzation
ro coms Suraica! Cases Surgicsl Hours Hours per Case
Procedure Type inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal o 0 2 2 0 12 0 3 3 0.0 0.3
Laser Eye Procedures 0 1] 0 0 0 1] 0 0 0 0.0 0.0
Pain Management 1] 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy ] 0 0 0 ] 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 ] 0.0 0.0
0 0 0 0 0 0 0 0 ] 0.0 0.0
Cardiac Catheterization Labs Cardjac Catheterization Utilizatlon
Total Cath Labs (Dedicated+Nondedicated labs): 0 Total Cardlac Cath Procedures: 0
Cath Labs used for Angiography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) o
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization {15+) 0
Emergency/Trauma Care EP Catheterizations {15+) 0
Certified Trauma Center by EMS Il )
Leve! of Trauma Service Ll!_\f_e_l 1 Le_v_ef 2 Total Car diacﬁw 0
. R Pediatric (0 - 14 Years): 0
Operating Rooms Dedicated for Trauma Care 0 Adult (15 (Years and Ol)der): 0
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
) . performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive . X
Number of Emergency Room Stations 8 Total Outpat t%ﬁw 26.461
- o atien X
F'er.sons Trea-t ed by Emergency Se'nnces. 4,286 Cutpatient Visits at the Hospitall Campus: 25,461
Patients Admitted from Emergency: kLY Outpatient Visits Offsitefoff campus 0
Total ED Visits (Emergency+Trauma): 4,286
Diagnostic/interventional Equipment Examinations Radjation Equipment. Therapiesi
Owned Contract Inpatient Outpatient Owned Contfract Treatments
General Radiography/Fluoroscopy 7 0 860 8,260 Lithotripsy 1 1 34
Nuclear Madicing 0 0 0 0 Linear Accelerator 0 0 0
Mammography 1 0 0 3,110 Image Guided Rad Therapy 0 0 0
Ultrasound 2 0 109 274 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
interventional Angiography 0 0 0 Proton Beam Therapy 0 0
. L 0 0 0 0
Positron Emission Tomography (PET) 0 Gamma Knifa 0 0 o
Computerized Axial Tomography (CAT) 1 0 112 352 .
Magnetic Resonance Imaging 0 0 0 0 Cyber knife 0 0 0
TrrECHNENT T e————

Source: 2009 Annual Hospltal Questionnaire, IWinois Department of Public Health, Heailth Systems Development.




Hospital Profile - CY 2009

Our Lady of Resurrection Medicat Center

Chicago

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Ivette Estrada White 76.2% Hispanic or Latine: 9.8%
ADMINSTRATOR PHONE  773-282-3003 Black 7.8% Not Hispanlc or Latino: 76.3%
OWNERSHIP: Our Lady of the Resurrection Medical Center American Indian 0.1% Unknown: 13.9%
OPERATOR; Our Lady of the Resurrection Medica! Center Asian 1.8% \DPH Nurmber: 1719
MANAGEMENT: Not for Profit Corporation Hawaiian/ Pacific 0.2% umber:
CERTIFICATION: None Unknown: 13.9% HPA A-01
FACILITY DESIGNATION:  General Hospital HSA 5
ADDRESS 5645 West Addison Street CITY: Chicago COUNTY: Suburban Cook {Chicago)
Facility Utilization Data by Cateqory of Service
Authorized Pezk Beds Average Average CON Staff Bed
. CON Beds Setup and Peak Inpatient Observation |ength Dally Occupancy Occupancy
Clinical Service 1213112009 Staffed Census Admisslons  Days Days of Stay Census 12/31/2008 Rate %
Medical/Surgical 213 193 124 6,864 33,414 2,597 52 98.7 463 51.1
0-14 Years 27 57
15-44 Years 884 3,152
45-64 Years 1,078 2385
65-74 Years 1,255 6,409
75 Years + 2,740 14,411
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 20 20 20 1,600 6,393 36 40 17.6 86.1 88.1
Diract Admission 1,154 4,605
Trensfers 446 1,788
Obstetric/Gynecology 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Matemity o 0
Clean Gynecology 0 o
Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 66 56 49 1,372 13,966 0 10.2 38.3 58.0 68.3
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 0 0 0 0 ] 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 0 0 0.0 0.0 00 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Qbservation Q0 0
Facility Utilization 299 9,410 563,773 2,633 6.0 154.5 517
{includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicald Other Publiic Private Insurance Private Pay  Charlty Care Totals
62.7% 15.5% 0.0% 17.4% 2.8% 1.8%
Inpatients 5898 1458 ] 1642 263 148 9,410
36.6% 27.8% 0.1% 26.3% 7.5% 1.8%
Outpatients 38888 29528 g5 27928 7995 1868 106,302
Financial Year Reported: 71112008 o 6/30/2009 Inpatient and Qutpatient Net Revenue by Payor Source Chari Total Charity
. arity Care Expense
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care
Expense 1,613,275
Inpatient 55.8% 58% 0.0% 17.8% 20.6% 100.0% Totals: Charity
Revenue ( § olals: Cha
(%) 45372692 4,707,203 0 14,436,297 16,788,176 81,304,368 922725 | "core us % of
Outpatient 19.2% 13.3% 0.0% 31.7% 35.7% 100.0% Net Revenue
Revenue { $) 10,380,455 7,196,801 0 17,126,806 19,287,337 53,991,399 690,550 1.2%
Birthing Data ewbormn Nursery Utilizatio Oraan Transplantation
Number of Total Births: 1 Level 1 Patient Days 0 Kidney: 0
Number of Live Births: 1 Level 2 Patient Days 4] Heart'y- 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 0 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Lian . eas:
Labor-Delivery-Recovery-Postparium Rooms: 0 Inpatient Studies 386,802 ver: 0
C-Section Rooms: 0 Cutpatient Studies 297,368 Total: 0
CSections Performed: 0 Studies Performed Under Contract 10,827

* Note: According to Board action on 4/22/09, Board reduced 164 M/S beds overall voluntarily. New CON count for the facility is 299 beds
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HOSPITAL PROFILE - CY 2009 Our Lady of Resurrection Medical Center Chicago Page 2
Surgery and Operating Room Utilization
Surgical Speclalty Operating Rooms Surgicgl Cases Surgical Hours Hours per Case
Inpatlent Qutpatient Combined Total Inpatient  Cuftpatient Inpatient OQutpatient Total Hours Inpatient Qutpatient
Cardiovascular 0 0 0 0 o 0 0 0 0 0.0 0.0
Dermatology 0 0 o 0 0 0 0 0 0 0.0 0.0
General 0 0 8 8 880 426 1399 424 1823 1.6 1.0
Gastroenterology 0 0 o Y] 3 1 3 1 4 10 1.0
Neurology 0 0 0 0 162 12 492 19 511 30 1.6
OB/Gynecology o 0 o 0 122 169 176 156 331 14 0.9
Oral/Maxillofaclal 0 0 0 0 0 0 0 0 0 0.0 0.0
Ophthalmology 0 0 0 ] 5 612 4 353 357 08 06
Orthopedic 0 0 0 ] 364 360 603 442 1045 1.7 1.2
Otolaryngology 0 0 0 0 41 56 61 70 131 1.5 1.3
Plastic Surgery 0 0 0 0 8 23 21 30 51 26 1.3
Podiatry 0 0 0 0 0 0 0 0 0 0.0 0.0
Thoracic 0 0 0 0 28 o 83 ] 83 30 0.0
Urology o 0 1 1 170 169 267 196 463 16 1.2
Totals o 1] 9 9 1783 1828 3108 1691 4799 1.7 0.9
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 8 Stage 2 Recovety Stations 19
Dedicated and Non-Dedicated Procedune Room Utilzation
Procedure Rooms Surgical Cases Surgical Hours Hours per Case
Procedure Type inpatient Qutpatient Combined Total Inpatient Cufpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 1 1 0 2 1148 1403 1200 1501 2701 1.0 1.1
Laser Eye Procedures 0 0 0 ] 0 0 0 0 0 0.0 0.0
Pain Management 0 1 0 1 0 1225 0 18375 18375 0.0 15.0
Cystoscopy 0 0 1 1 141 169 191 196 87 14 1.2
Multipurpose Non-Dedicated Rooms
Minor/Local Procedur 0 1 0 1 0 89 0 59 59 0.0 0.7
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Candiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 1 Total Cardiac Cath Procedures: 625
Cath Labs used for Angiography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs ] Diagnostic Catheterizations (15+) 479.
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 146
Emergency/Trauma Care EP Catheterizations (15+} Y]
Certified Trauma Center by EMS ] i
Level of Trauma Service Le-v-e-l 1 l-e-\"elz Total Car diac%w 0
Operating Rooms Dedicated for Trauma Care 0 i:::?:qg (\l(]e-a:: ;Zargl)c;er): g
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypasg Grafts (CABGS)
] performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive .
Number of Emergency Room Stations 18 Total Out aﬁem%—;&t-n-"mﬂw 106.302
N o i )
Persons Treated by Emergency Services: 37917 Outpatignt Visits at the Hospitall Campus: 106,302
Patients Admitied from Emergency: 6,634 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 7817
Examipations Radiation Equipment Therapies!

Diagnostic/nterventional Equipment

Owned Contract Inpatient Outpatient

General Radiography/Fluoroscopy
Nuclear Madicine

Mammography

Uttrasound

Diagnostic Angiography
Interventiona! Angiography

Fositron Emission Tomography (FET)
Computarized Axial Tomography (CAT)

Magnetic Resonance Imaging

- NOC O NN

0 13247 29,193 Lithotripsy 0
0 1,666 2,499 tinear Acceferator 0
0 8 4,544 Image Guided Rad Therapy 0
0 3-433 5-538 Intensity Modulated Rad Therap 0
0 0 0 High Dose Brachytherapy 0
Proton Beam Therapy 0
0 0 0 Gamma Knife 0
0 4,225 15,489
1 922 1,555 Cyber knife 0

0

o o0 oo o O

Owned Confracf Treatments

O 00 0O o000 O

Source: 2008 Annual Hospital Questionnaire, lllinois Department of Public Heaith, Health Systems DevetopmeA TTACHMENT 19C




 Hospital Profile - CY 2009 Holy Family Medical Center Des Plaines Page 1

| Ownership, Management and General Information Patients by Race Patients by Ethnicity

‘ ADMINISTRATOR NAME:  John Baird White 71.2% Hispanic or Latino: 1.3%
ADMINSTRATOR PHONE  847-813-3161 Black 5.0% Not Hispanic or Latino: 79.0%

‘ OWNERSHIP: Holy Family Medical Center American Indian 0.0% Unknown: 19.7%
OPERATCR: Holy Famity Medical Center Asian 25% -
MANAGEMENT: Not for Profit Corporation Hawalian/ Pacific 03  PrHNumber: 1008
CERTIFICATION: LongTerm Acute Care Hospital (LTACH) Unkriown: 21.0% HPA A-07

. FACILITY DESIGNATION:  General Hospital HSA 7

: 100 North River Road CITY: Des Plaines COUNTY: _Suburban Cook County

ADDRESS

Facility Utilization Data by Category of Service

Authorized Peak Beds Average Average CON Staft Bed
. CON Beds Setup and Paak Inpatlent Observation Length Daily Qccupancy Occupancy
Clinical Service 1203112009 Staffed Census Admissions  Days Days of Stay Census  12/31/2009 Rate %
Medicat/Surgical 59 110 100 1,524 32,196 0 21.1 88.2 HHHEE 80.2
0-14 Years 0 0
15-44 Years 507 3,009
45-64 Years 548 8,236
65-74 Years 179 7,529
75 Years + 292 12,422
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 160 1,937 0 121 53 0.0 66.3
Direct Admission 37 448
Transfers 723 1,489
Obstetric/Gynecology 0 0 0 0 0 0 0.0 0.0 0.0 0.0
- Maternity 0 0
. Clean Gynecology 0 0
-~ Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lliiness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 129 0 0 0 0 0 00 0.0 0.0 0.0
I Dedcated Qbservation 4] 0
Facility Utilization 188 1,561 34,133 [i] 219 93.6 49.7
(Inciudes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Charlty Care Totals
33.6% 14.0% 0.0% 48.9% 1.2% 2.3%
Inpatients 525 218 0 763 19 36 1,561
32.0% 24.6% 0.0% 38.5% 4.2% 0.6%
Outpatients 7164 5521 11 §624 950 135 22 405
Financial Year Reported: 7/1/2008 1o 6/30/2009 Inpatient and Outpatient Net Revenue by Payor Source Charity Total Charity
Medicare  Medicald  Other Public Private Insurance  Private Pay Totals  Care Care Expense
) Expense 186,520
Inpatient 49.7% 15.0% 0.0% 30.0% §5.3% 100.0% Totals: Charity
Revenue ( $ ofais; Char
(%) 31,307,091 9,452,199 0 18,919,331 3,353,949 63,032,570 184754 | Core s % of
Outpatient 49.7% 15.0% 0.0% 30.0% 5.3% 100.0% Net Revenue
Revenue ( §) 5,291,206 1,597,515 0 3,197,553 566,851 10,653,125 1,766 0.3%
Birthing Data Newbom Nursery Utilization Oraan Transplantation
Number of Total Births: 0 Level 1 Pafient Days 0 Kidney: 0
Number of Live Births: 0 Level 2 Patient Days 0 Heart.y. 0
Birthing Rooms: ¢ Level 2+ Patient Days 0 Lung: 0
Labor Rooms: 0 Totaf Nursery Patientdays 0 Heart/Lung: )
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studies Liver: ) 0
Labor-Delivery-Recovery-Postpartum Rooms: 0 Inpatient Studies 130,069 ver.
" C-Section Rooms: 0 Outpatient Studies 43,454 Total: 0
CSections Performed: 0 Studies Performed Under Contract 44 795

* Note: On 4/22/09, Board approved the reclassification of the beds under new category of service called Long Term Acute Care (LTAC) per PART 1100 nule,
=129 beds. According to Board action on

dénbBE the facility

Facility opted to keep 59 beds in M/S and rest of the M/S beds clubbed with [CU were categorized as LTAC beds

4/22/09, Board reduced 50 LTAC beds voluntarily. New CON count for the facitity ks 188 beds (M/S=59, LTAC = 1§ T@v

utilzation prior to the Board action.




HOSPITAL PROFILE - CY 2009 Holy Family Medical Center Des Plaines Page 2
Surgery and Operating Room Utilizatioty
Suraical Specialty Operating Rooems Surgical Cases Surgical Hours Hours per Case
Inpatient Qutpatient Combined Total Inpatient Outpatient  Inpatient Outpatient Total Hours Inpatient Qutpatient
Cardiovascular 1] o 0 0 3 6 3 8 11 1.0 1.3
Dermatology o 0 o 0 0 0 0 0 0 0.0 0.0
General 0 0 1 1 66 74 a7 60 147 13 0.8
Gastroenterology 0 0 o 0 82 77 52 75 127 06 1.0
Neurology 0 0 o ] 0 o 0 0 0 00 0.0
OB/Gynecology 0 0 0 0 1 35 1 24 25 1.0 0.7
Oral/Maxillofacial 0 0 0 0 0 2 0 1 1 0.0 05
Ophthalmology Q 0 1 1 0 794 0 573 573 0.0 0.7
Orthopedic 0 0 0 0 0 18 0 3 31 0.0 1.7
Otolaryngology 0 0 0 Q 0 18 0 21 21 0.0 11
Plastic Surgery 0 0 0 0 0 186 0 460 460 0.0 25
Podiatry G 0 0 0 0 223 0 497 497 0.0 22
Thoracic 0 0 0 0 3 0 3 0 3 1.0 0.0
Urology ] 0 0 0 12 13 10 11 21 0.8 08
Totals ) 0 2 2 167 1447 156 1761 1917 0.9 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 13 Stage 2 Recovery Stations 21
Dedjcated and Non-Dedicated Procedure Room Utifzation
Procedure Rooms Surgleal Cases Surgleal Hours Hours per Case
Procedure Type Inpatlent Quipatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 3 3 13 103 12 89 101 0.9 0.9
Laser Eye Procedures 0 0 1 1 0 145 0 37 37 0.0 0.3
Pain Management 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 1 1 7 0 9 1] 9 1.3 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardjac Catheterizatio bs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 0 Total Cardiac Cath Procedures: 0
Cath Labs used for Anglography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 0
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs Q Interventional Catheterization (1 5+) 0
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS O ]
Level of Trauma Service Lta_\te-l 1 Le-v-e! 2 Total Car diac%%:_gfcﬁ?% 0
, I Pediatric (0 - 14 Years): 0
Operating Rooms Dedllcated for Trauma Care 0 Adult (1 5(Years and 0|) der): 0
Number of Trauma Visits: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
) performed of total Cardiac Cases : 0
Emergency Service Type: Stand-By . .
Number of Emergency Room Stations 0 Total Outoat tg\ﬂg—"-ew 22,405
L utpatient Visi
Persons Treated by Emergency Sefvices: 0 Outpationt Visits af the Hospitall Campus: 22,405
Patients Admitted from Emergency: 0 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 0
Diagnosticfinterventippat Equipment aminations Radiatiop Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
Goneral Ragiography/Fluoroscopy 8 0 6,055 4191 Lithotripsy 0 0 0
Nuclear Medicine 2 0 50 410 Linear Accslerator 0 0 0
Mammography 3 0 0 4,250 Image Guided Rad Therapy 0 0 0
Ultrasound 5 0 768 2,692 Intensity Modulated Rad Therap 0 0 0
Diagnastic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
Pesitron Emission Tomography (PET) 0 0 0 0 Gamma Knife 0 0
Computerized Axial Tomography (CAT) L 0 1,554 1,125 ) 0

Magnetic Resonance imaging

ETTRCHNVIENT 19C

Source: 2009 Annual Hospital Questionnaire, Hiinois Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009

Provena United Samaritans Medical Center

Danville

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Mike Brown White 80.1% Hispanic or Latino: 2.1%
ADMINSTRATOR PHONE  217-443-5201 Black 16.9% Not Hispanic or Latino: 97.3%
OWNERSHIP; Provena Health American Indian 0.1% Unknown: 0.5%
OPERATCR: Provena Health Asian 0.2% -
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0%  'OPHNumber: 4833
CERTIFICATION: None Unknown: 2.7% HPA D-03
FACILITY DESIGNATION:  General Hospital HSA 4
ADDRESS 812 North Logan Street CITY: Danville COUNTY: Vermilion County
al - AR
Facility Utilization Data by Category of Service
Authorized  Peak Beds Avcrage  Average CON Staff Bed
L, . CON Beds Setup and Peak inpatlent Observation fength  Dally Occupancy Occupanay
cll.llll:al SE! yice $2/31/2009 Statfed Census Admissions Days Days of Stay Census 1213172008 Rate %
Medical/Surgicat 134 82 76 4629 19,701 3,248 5.0 62.9 46.9 76.7
0-14 Years 4] 0
15-44 Years 708 2,036
45-64 Years 1,318 5,251
65-74 Years 830 3,906
75 Years + 1,773 8 509
Pediatric 8 168 329 94 2.5 1.2 129 145
Intensive Care 14 12 12 996 1,910 46 20 54 383 47
Direct Admission 642 1,231
Transfers 354 679
Obstetric/Gynecology 17 15 15 1,051 2,065 120 24 6.0 35.2 39.9
Maternity 916 1,738
Clean Gynecology 135 327
Neonatal 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation 0 o
Facility Utilization 174 6,490 24,005 3,508 4.2 754 433
(Inciudes 1CU Direct Admissions Only)
Inpatients and Qutpatients Served by Pavor Source
Medicare Medicaid Other Public  Private Insurance Private Pay  Charity Care Totals
49.7% 24.2% 0.4% 22.1% 1.1% 2.6%
Inpatients 3224 1570 24 1434 71 167 6,490
19.3% I17% 0.9% 35.1% 8.4% 4.5%
Qutpatients 16876 27695 795 30690 7345 3853 87,354
Financial Year Reported: 1/1/2008 so 12/31/2009 [npatient and Qutpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicaid  Other Public  Private Insurance  Private Pay Totals Care c:’:;’g; :"se
Inpatient 37.6% 20.5% 0.3% 36.8% 4.8% 1000% Expense ot ’ ‘;h ity
Revenue als: Lha
($) 16,776,673 9,156,068 128,018 16398885 2120524 44589368 1066068 | 0515 gs g of
Outpatient 14.4% 11.7% 1.6% 59,1% 13.3% 100.0% Net Revenue
Revenue ( $} 10,036,415 8,123,116 1,056,472 41,059,236 9,246,308 69,521,547 2,953,903 3.5%
Birthing Data Newbom Nursery Utilization Crgan Transplantation
Number of Total Births: 787 Level 1 Patient Days 1,217 Kidney: 0
Numhber of Live Births: 787 Level 2 Patient Days 33 Heart‘y‘ 0
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Roems: 0 Total Nursery Patientdays 1,250 Heart/Lung: 0
Delivery Rooms: ¢ Pancreas: 0
Labor-Delivery-Recovery Rooms: 5 Laboratory Studies Lver: 0
Labor-Delivery-Recavery-Postpartum Rooms: 0 inpatient Studies 476,188 )
C-Section Rooms: 1 Outpaﬁent Studies 536,649 Total: 1]
CSections Performed: 245 Studies Performed Under Contract 69,358

* Note: According to Board action on 4/22/09, Board reduced 36 beds (M/S= 24, Ped=9, OB=2, |CU=1) overall voluntarily. New CON count for the facility is
174 beds. Regarding Actual Cost of Services Provided to Charity Care Inpatients and Quipatients, Provena calculated using the 2008 IRS 990 Schedule H
instructions to determine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost RSt ArdsHEVATANTTe P Ghe the AHQ

was due.
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~ HOSPITAL PROFILE - CY 2009 Provena United Samaritans Medical Center Danville Page 2
| Surgery and Operating Room Wtilization
~ Surgical Specialty Operating Rooms Surgical Cages Surglcal Hours rs per Case
Inpatient Qutpatient Combined Total Inpatient Cutpatlent  Inpatient Ouftpatient Total Hours Inpatient Qutpatient
! Cardiovascular 0 0 0 0 63 13 171 13 184 27 1.0
, Dermatology 0 0 0 0 0 0 0 0 0 0.0 0.0
‘ General 0 0 4 4 872 789 1817 875 2692 2.1 14
' Gastroenterology 0 0 2 2 138 108 150 73 223 11 07
‘Neurology [ o 0 0 0 0 0 0 0 0.0 0.0
OB/Gynecology 0 0 0 0 293 339 641 386 1027 22 1.1
Oral/Maxillofaclal 0 0 0 0 0 0 0 0 0 0.0 0.0
‘ Ophthalmology 0 0 0 0 0 0 0 0 0 0.0 0.0
Orthopedic 0 0 0 0 169 - 65 476 104 580 28 16
. Otolaryngology 0 0 0 0 9 318 20 448 468 22 1.4
Plastic Surgery 0 0 0 0 1 1 1 1 2 1.0 1.0
Podiatry 0 0 0 0 1 17 1 25 26 1.0 1.5
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 0 0 25 6 42 6 48 1.7 1.0
Totals 0 0 6 -] 1571 1656 3319 1931 5250 21 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 0 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Caseg Surgleal Ho Hours per Case
Procedure Type Inpatlent Quipatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient OQutpatient
Gastrointestinal 0 0 2 2 363 1151 277 865 1142 08 0.8
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Management 0 0 0 0 0 0 0 o 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 00 0.0
0 0 0 0 0 ] 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Candiac Catheterization Labs Candiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 1 Total Cardiac Cath Procedures: 56
Cath Labs used for Angiography procedures 0 Ciagnostic Catheterizations (0-14) 0
Dedicated Diagnosﬁc Catheterization Labs 1 Diagnostic Catheterizations (1 5+) 56
Dedicated Interventional Cathetetization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 0
Emergency/Trauma Care EP Catheterizations (15+) 0
Certified Trauma Center by EMS O i
Level of Trauma Service Le_v_e_l 1 Le_v_e! 2 Total Car diacW 0
. . Pediatric (0 - 14 Years): 1]
Operating Rooms DedI.Cﬂted for Trauma Care 0 Adult (15(Years and Ol)der): a
Number of Trauma Visils: 0
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
) performed of total Cardiac Cases : 0
Emergency Service Type: Basic N
Number of Emergency Room Stations 29 rotal Outont t%‘—t‘%t'e'w 17114
L ent Visi ’
Persons Treated by Emergency Sefvices: 3712 Outpetiont Visits at the Hospital/ Campus: 217,114
Patients Admitted from Emergency: 4,225 Qutpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 31712
m!m Radiation Equipment Therapies[

Diaanostic/interventional Equipment
Owned Contract Inpatient Outpatient Owned Contract Treatments

General Radiography/Fluoroscopy 6 0 8,830 23,841 Lithotripsy 0 0 0
Nuclear Medicine 2 0 402 1,803 Linear Accelerator 1 i} 11,445
Mammography 1 0 0 3925 fmage Guided Rad Therapy 0 0 0
Uttrasound 2 0 923 6.873 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 o High Dose Brachytherapy 0 0 0
Interventional Angiography 0 Proton Baem Therapy 0 0 0
Positron Emission Tomography (PET) 0 1 0 132 Gamma Knife 0 0 0
Computerized Axial Tomography (CAT) 2 0 3,222 11,462 vbor ko

Magnetic Resonence imaging 2 0 454 3,565 yber knife 0 0 0

2T TAECHNTENT I9C

Source: 2009 Annuai Hospital Questionnaire, illinois Department of Public Health, Health Systems Development.




Hospital Profile - CY 2009

Provena Covenant Medical Center

Urbana Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  David A. Bertauski White 82.4% Hispanic or Latino: 1.1%
ADMINSTRATCR PHONE = 217.337-2141 Black 14.0% Not Hispanic or Latino: 97.7%
OWNERSHIP: Provena Covenant Medical Genter American indian 0.1% Unknown: 1.2%
OPERATOR: Provena Covenant Medical Center Asian 1.2% IDPH N ) 61
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% umber: 4
CERTIFICATION: None Unknown: 2.3% HPA D-01
FACILITY DESIGNATION:  General Hospital HSA 4
ADDRESS 1400 West Park Avenue CITY: Urbana COUNTY: Champalgn County
W
Eacility Utilization Data by Cateqory of Service
Authorized Peak Beds Average Average CON Staff Bed
- . CONBeds  Setup and Peak Inpatient Observation (angth  Daily Occupancy Occupancy
Clinical Service 12/312008 Staffed Census Admissions  Days Days  ofstay Census  12/31/2008 Rate %
Medical/Surgical 110 95 83 5,325 18,950 3,012 41 60.2 547 63.3
0-14 Years 0 0
15-44 Years 653 1,806
45-64 Years 1,724 6,148
65-74 Years 1,027 3,703
75 Years + 1,921 7.293
Sadiatric 6 4 74 140 0 19 0.4 6.4 9.6
ntensive Care 15 14 14 1,397 3,594 34 26 9.9 66.3 71.0
Direct Admission 659 1,695
Transfars 738 1,899
bstetric/Gynecology 24 22 22 1,249 2,839 74 23 8.0 333 363
Matamity 288 2,223
Clean Gynecology 261 616
leonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
ong Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
'~ wing Beds 0 0.0 0.0
cute Mental lliness 30 25 21 923 4246 0 46 116 38.8 46.5
ehabilitation 25 21 19 396 4,362 0 11.0 12.0 47.8 56.9
ong-Term Acute Care ¢ 0 0 0 ¢ 0 0.0 0.0 0.0 0.0
edeated Observation 0 0
acility Utilization 210 8,628 34,131 3,120 4.3 1021 48.6
{Includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charity Care Totals
45.8% 16.6% 1.9% 30.2% 2.8% 2.8%
npatients 3951 1429 164 2602 238 242 8,626
16.6% 45.8% 1.9% 30.4% 4.0% 1.3%
‘utpatients 39058 107961 4488 71721 9524 3088 235,841
Tinancial Year Reported: 11172009 o 123172009 Inpatient and Qutpatient Net Revenue by Payor Source Total Charity
. . . Charity Care Expense
Medicare Medlicaid Other Public  Private Insurance  Private Pay Totals Care 46
601,304
\patient 43.0% 15.2% 0.4% 36.5% 3.0% 1000% Expense Fotals: Chariy
evenue otais: Chari
(%) 36,829,206 13,070,156 320,129 32,988,965 2,538,209 85746,755  1.846,049 1 ‘oo Ko AT
utpatient 11.9% 4.9% 26% 66.1% 14.4% 100.0% Net Revenue
wenue ( $) 9,423,391 3,928,667 2,085,649 92,568,920 11,481,009 79,487,926 2,755,255 2.8%
Birthing Data Newbom Nursery Utilization Organ Transplantation
lumber of Total Births: 961 Level 1 Patient Days 1,592 Kidney: 0
lumber of Live Births: 956 Level 2 Patient Days 0 Hea rt'y' 0
Irthing Rooms: 0 Level 2+ Patient Days 798 Lung: 0
abor Rooms: 0 Total Nursery Patientdays 2,390 Heart/Lung: 0
elivery Rooms: j P eas: 0
abor-Delivery-Recovery Rooms: 9 Laboratory Studies . ut:ncr : 0
abor-Delivery-Recavery-Postpartum Rooms: 0 Inpatient Studies 225,927 ar.
-Section Rooms: 2 Qutpatient Studies 271,900 Total: 0
Sections Performed: 276 Studies Performed Under Contract 58,884

Note: According to Board action on 4/22/09, Board reduced 44 beds {M/S= 18, Ped=

e facility is 210 beds. Actual Cost of Services Provided to Charity Care Inpatients and Qutpatients was calculated

structions to determine the cost to charge ratio. This methodology was used by Pro

e AHQ was due.

vena because the 2009 Medica

12, AMI=10, ICU=3, Rehab=1 ) overall voluntarily, New CON caunt for

é ?o?&é%}r?ﬁggﬂt :: time
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HOSPITAL PROFILE - CY 2009 Provena Covenant Medicai Center Urbana Page 2
| Surgery and Operating Room Utilization
Surgice| Speclalty Operating Rooms Surgical Cases Surgical Hours Hours per Case
Inpatient Quipatient Combined Total tnpatient Culpatient  Inpatient Outpaiient Total Hours Inpatient Outpatient
Cardiovascular 0 1] 0 0 178 473 495 614 1109 28 1.3
Dermatelogy 0 0 0 1] 0 0 0 0 0 0.0 0.0
General 0 1] 12 12 451 1189 : 1256 1557 2813 28 13
Gastroenterology 0 0 0 1] 0 0 o 0 0 0.0 0.0
Neurology 0 1] 0 0 20 54 58 70 126 2.8 1.3
OB/Gynecalogy 0 0 0 0 189 502 527 652 1179 2.8 1.3
Oral/Maxillofacial 0 0 0 0 11 30 3 38 69 28 1.3
Ophthalmology 0 0 0 0 194 514 540 666 1206 2.8 1.3
Orthopedic 0 0 0 0 413 1102 1153 1431 2584 2.8 1.3
Otolaryngology 0 0 0 0 278 734 767 953 1720 2.8 1.3
Plastic Surgery 0 0 0 0 3 7 9 10 19 3.0 1.4
Podiatry 0 0 0 0 129 342 360 443 803 28 1.3
Thoracic 0 0 0 0 17 46 47 59 106 28 1.3
Urology 0 0 0 0 237 630 660 818 1478 2.8 1.3
Totals 1] 0 12 12 2118 6633 5901 7 13212 28 1.3
‘ SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 15 Stage 2 Recovery Stations 0
5 Dedicated and Non-Dedicated Procedure Room Utilzation
| Procedure Rooms Suraical Cases Surgical Hours Hours per Case
; Procedure e Inpatient OQutpatient Combined Total Inpatient Outpatient [npatfent Outpatient Total Hours Inpatient Oufpatient
‘ Gastrolntestinal 1] 0 2 2 522 3444 434 2870 3304 08 0.8
Laser Eye Procedures 0 0 0 0 0 0 o 0 0 0.0 0.0
‘ Paln Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Muitipurpese Non-Dedicated Rooms
0 0 1] 0 0 0 0 0 0 0.0 0.0
0 0 ] ] 0 0 0 0 0 0.0 0.0
0 0 0 ] 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Calh Labs {Dedicated+Nondedicated labs): 3 Total Cardiac Cath Procedures: 1,931
Cath Labs used for Angiography procedures 3 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 1,341
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14); 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 563
Emergency/Trauma Care -EP Catheterizations (15+) 27
Certified Trauma Center by EMS O )
Level of Trauma Service Le_v_e‘l 1 LE‘V:?E 2 Total Car diacw 123
. . Pediatric (0 - 14 Years): 0
Sl': ;':::gﬁ‘::ﬁ:&i’gﬁd for Trauma Care 3 Adult (15 Years and Older): 123
Patients Admitted from Trauma 0 Coronary Artery Bypass Grafts (CABGs)
) performed of total Cardiac Cases : 109
Emergency Service Type:. Comprehensive i i
Number of Emergency Room Stations 22 Total Outoati t%—&"ﬂ!———semmg 235,841
e ent Vis!
Persons Treated by Emergency Senvices: 35126 Outpationt Visits at the Hospitall Campus: 235 841
Patients Admitted from Emergency: 4,218 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma): 35,126
Examinations Radiation Equipment Therapies/

Diagnosticfinterventional Equipment
Owned CGontract Inpatient Outpatient Owned Contract Treatments

General Radiography/Flucroscopy 14 0 12,224 20,241 Lithotripsy 0 1 140
Nuclear Medicine T3 0 372 2,846 Linear Acceferator 0 3,100
Mammography 1 0 0 2,379 Image Guided Rad Therapy 0 0 0
Uttrasound 4 ] 2,260 4,607 Intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 1 0 1.087 429 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 9 0
Pasitron Emission Tomography (PET) 0 1 0 82 Gamma Knife 0 0
Computerized Axial Tomography (CAT) 2 0 3,751 9,384 . 0 0
Magnetic Resonance Imaging 1 0 891 1,879 Cyber knife 0 0 0
T raCimvERT T

Source: 2009 Annual Hospital Questionnaire, lllinois Department of Public Health, Health Systems Development.
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Hospital Profile - CY 2009 Provena Mercy Medical Center Aurora Page 1
‘ Ownership, Management and General Infonmation Patients by Race Patients by Ethnicity
 ADMINISTRATOR NAME:  James D. Witt White 62.8% Hispanic or Latino: 22.7%
‘ ADMINSTRATOR PHONE  630-801-2616 Black 11.6% Mot Hispanic or Latino: 75.0%
. OWNERSHIP: Provena Hospitals d/bfa Provena Mercy Medical Cent American Indian 0.0% Unknown: 2.3%
OPERATOR: Provena Hospitals d/bfa Provena Mercy Medical Cent Asian 0.6% -
MANAGEMENT: Church-Related Hawaiian/ Pacific 0.0% !DP: Number: 4903
CERTIFICATION: None Unknown: 25.0% HP. A2
FACILITY DESIGNATION:  General Hospital HSA 8
ADDRESS 1325 North Highland Avenue CITY: Aurora COUNTY: Kane County
e O e A ot e
Fagility Utilization Data by Cateqory of Service
Authorlzed  Peak Beds Average Average CON Staff Bed
. \ CON Beds Setup and Peak Inpatient Observation {ength  Dally - Occupancy Occupancy
Clinical Service 121312009 Staffed Census Admisslons  Days Days  ofStay Census  12/31/2008 Rate %
Medical/Surgical 156 122 87 5229 22430 3479 5.0 71.0 455 58.2
‘ 0-14 Yesrs o 0
. 15-44 Yeors 972 3,368
| 4564 Years 1,634 7,079
; 65-74 Years 00 4,051
| 75Years+ 1,723 7,932
- Pediatric 16 16 11 443 867 370 2.8 3.4 212 21.2
| Intensive Care 16 16 16 1,097 3,425 50 32 9.5 59.5 59.5
. Direct Admission 768 2,286
| Transfers 329 1,139
Obstetric/Gynecology 16 16 15 1,239 2,620 79 22 7.4 462 46.2
| Matemity 1145 2419
Clean Gynecology 94 201
| Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
- Acute Mental liness 95 72 64 2,718 16,682 0 6.1 45.7 481 63.5
Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Long-Term Acute Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated QObssrvation 4
Facility Utilization 299 10,397 46,024 3,978 4.8 137.0 458
(Includes ICU Direct Admissions Only)
Inpatients and Quipatients Served by Payor Source
Medicare Medicald Other Public  Private Insurance Private Pay  Charity Care Totals
36.6% 27.3% 0.5% 30.2% 3.2% 2.1%
Inpatients 3809 2838 55 3140 335 220 10,307
15.9% 30.9% 0.6% 32.2% 17.8% 2.6%
Outpatients 14809 28825 557 29086 16615 2462 983,254
Financial Year Reported: 1/1/2009 o 12/31/2009 Inpatient and Qutpatient Net Revenue by Payor Source . Total Chanity
. . Charity Care Expense
Medicare Medicald Other Public  Private Insurance  Private Pay Totals Care p
. Expense 5,367,773
Inpatient 39.1% 33.6% 0.4% 24.9% 1.9% 100.0%
Revenue ( $) Totals: Charity
30,667,645 26,351,006 350,575 19,532,576 1,501,912 78,443,804 2,638,341 Care as % of
Outpatient 17.4% 23.7% 04% 54.8% 4.1% 100.0% Net Revenue
Revenue ( §) 15,493,796 21,553,255 323,234 49,733,701 3,677,003 90,781,079 2,729,432 3.2%
Birthing Data Newbom Nursery Utilization Oraan Transplantation
Number of Total Births: 1,124 Level 1 Patient Days 1,746 Kidney: 0
Number of Live Births: 1,121 Level 2 Patient Days 989 Hoart, 5
Birthing Rooms: 0 Level 2+ Patient Days 0 Lung: 0
Labor Roorms: 0 Total Nursery Patientdays 2,735 Heart/Lung: 0
Delivery Rooms: 0 . Pancreas: 0
Labor-Delivery-Recovery Rooms: 0 Laboratory Studie Liver: ) 0
Labor-Delivery-Recovery-Postpartum Rooms: 16 Inpatient Studies 238,354 :
C-Section Rooms: 2 Outpatlent Studies 122'789 Total: 0
CSections Performed: ar7 Studies Performed Under Contract 28,893

* Note: According to Board action on 4/22/08, Board reduced 16 beds {Ped=12, AMI=4) overall voluntarily. New CON count for the facility is 299 beds.
Actual Cost of Services Provided to Charity Care Inpetients and Oufpatients was calculated using the 2008 IRS 990 Schedule H instructions to determine the
cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was not available at idé FRE AGTHRSIEINT 19C




HOSPITAL PROFILE - CY 2009 Provena Mercy Medical Center Aurora Page 2
Surgery and Operating Room Utilization
Surgical Specialty Operating Rooms Surgical Cases Suraical Hours Hours per Case
Inpatient Quipatient Combined Total inpatient OQutpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardlovascular 2 0 0 2 377 74 1537 124 1661 41 1.7
Dermatology 0 o 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 668 678 1337 989 2326 2.0 1.5
Gastroenterology 0 0 0 0 0 0 0 0 0 0.0 0.0
Neurology 0 0 0 0 54 33 230 78 308 43 24
OB/Gynecology 0 0 0 0 138 210 308 240 548 22 1.1
Oral/Maxillofacial 0 0 0 0 3 2 9 4 13 30 20
Ophthalmology 0 0 0 0 1 15 3 15 18 3.0 1.0
Crthopedic 0 0 0 0 539 390 1320 699 2019 24 1.8
Otolaryngology 0 0 0 0 75 75 115 88 203 1.5 1.2
Plastic Surgery 0 0 0 0 i 5 2 7 39 29 1.4
Podiatry 0 0 0 0 29 32 8 54 92 13 1.7
Thoracic 0 0 0 0 0 0 0 0 o] 0.0 0.0
Urology 0 0 0 0 84 117 194 157 351 23 13
Totals 2 o 10 12 1979 1631 5123 2455 7578 2.6 1.5
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 12 Stage 2 Recovery Stations 19
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surplcal Case Surgical Hou; urs per Case
Procedure Type Inpatient Outpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal ¢ 0 2 2 801 1305 865 1310 2175 1.1 1.0
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Paln Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 ¢ 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 3 Total Cardiac Cath Procedures: 1,701
Cath Labs used for Angiography procedures 1 Diagnostic Catheterizations (0-14) 0
Dedjcsated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations {15+) 983
Dedicated Interventional Catheterization Labs 0 interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization (15+) 531
Emergency/Trauma Care EP Catheterizations (15+) 187
Certified Trauma Center by EMS v Cardiac Surgery Data
. ardiac ourgery
Level of Trauma Service L;;ﬁ:: Le—v-e! 2 Total Cardiac Surgery Cases: 185
, Pediatric (0 - 14 Years): 0
Operating Rooms Deldlcated for Trauma Care Adult (15 (Years and Ol)der): 185
Number of Trauma Visits: 658
Patlents Admitted from Trauma 334 Coronary Artery Bypass Grafts (CABGs})
) . performed of total Cardiac Cases : 185
Emergency Service Type: Comprehensive . .
Number of Emergency Room Stations % Qutpatient Service Data
Persons Treated by Emergency Services: 43713 Total Outpatient Visits ) 196,631
. . . Qutpatient Visits at the Hospital/ Campus: 196,631
Patients Admitted from Emergency: 4,485 Outpatient Visits Offsite/off campus 0
Total ED Visits (Emergency+Trauma}: 44,371
Diagnostic/nterventional Equipment Examinations iation Equi t Therapies/
Owned Contract Inpafient Outpatient Owned Contract Treatments
General Radiography/Fluoroscopy 4 0 12923 26,254 Lithotripsy o 1 20
Nuclear Medicine 2 0 1,035 1,306 Linear Accelerator 0 0 0
Mammography 2 0 0 3,497 Image Guided Rad Therapy 0 0 0
Ultrasound 3 0 2,531 9-993 intengity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0
Fositron Emission Tomography (PET) 0 0 0 0 G Knifa 0
' . amma Kni 0 0 0
Compulerized Axial Tomography (CAT) 3 0 4,665 13,917 )
Magnetic Resonance Imaging 2 0 €58 2,465 Cyber knife 0 0 0
A raCHY N -t

| Source: 2009 Annual Hospital Questionnaire, litinois Department of Public Health, Health Systems Development. a




Hospital Profile - CY 2009 Provena Saint Joseph Hospital Elgin Page 1
Ownership, Management and General Information Patients by Race Patients by Ethnicity
ADMINISTRATOR NAME:  Stephen O. Scogna White 81.5% Hispani¢ or Latino: 9.8%
ADMINSTRATOR PHONE  847-595-3200 x5474 Black 56% Mot Hispanic or Latino:  89.3%
OWNERSHIP: Provena Hospitals d/b/a Provena Saint Joseph Hospi American Indian 0.0% Unknown: 0.8%
OPERATOR: Provena Hospitals d/b/a Provena Saint Joseph Hospi Asian 1.5%
MANAGEMENT: Church-ReratF;d P Hawaiian/ Pacific oo%  'DPHNumber 4887
CERTIFICATION: None Unknown: 11.5% :gﬁ :—1 1

FACILITY DESIGNATION:  General Hospitaf

ADDRESS __ ____ __77 North Airlite Street___________CITY: Elgin __________ COUNTY: Kane County
Facility Utilization Data by Cateqory of Service
Authorized  Peak Beds Average Average CON Staft Bed
L . CON Beds Setup and Peak inpattent Observation Length Daily Occupancy Occupancy
Clinical Service 12131/2009 Staffed Census Admissions  Days Days  ofStay Census  12/31/2008 Rate %
Medical/Surgical a9 99 a9 5,890 27,862 3,810 54 868 876 B7.6
0-14 Yeers 34 75
15-44 Years 941 3,341
45-64 Years 1,774 7,903
85-74 Years 1,098 5,495
75 Years + 2,043 11,048
Pediatric 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Intensive Care 13 15 i5 1,123 4,210 0 37 115 76.9 76.9
Direct Admission 637 2,493
Transfers 486 1,717
Obstatric/Gynecology 0 15 6 232 508 66 25 16 0.0 10.5
Maternity 215 468
Clean Gynecology 17 40
Neonatal o 0 0 0 0 0 0.0 0.0 0.0 0.0
Long Term Care 0 0 0 0 0 0 0.0 0.0 0.0 0.0
Swing Beds 0 0 0.0 0.0
Acute Mental lilness 30 30 25 1,185 6,055 0 5.1 1656 55.3 55.3
Rehabilitation M 34 34 902 9,691 0 10.7 266 78.1 78.1
Long-Term Acute Care ] 0 0 0 0 0 0.0 0.0 0.0 0.0
Dedcated Observation g g
Facility Utilization 178 8,846 48,326 3,876 5.9 143.0 80.2
(Includes ICU Direct Admissions Only)
Inpatients and Qutpatients Served by Payor Source
Medicare Medicaid Other Pubife Private Insurance Private Pay  Charity Care Totals
52,9% 11.0% 0.7% 30.6% 2.4% 2.4%
Inpatients 4679 a75 63 2711 210 208 8,846
25.7% 17.9% 0.4% 427% 11.5% 1.7%
Outpatients 24364 17017 422 40545 10954 1582 4,884
Financial Year Reported: 1/1/2009 o 12/31/2009 Inpatient and Qutpatient Net Revenue by Payor Source Charity Total Chanity
Medicare Medicald  Other Public  Private insurance  Private Pay Totals Care c;’:;"';"s"se
Inpatient 52.0% 17.7% 0.3% 28.1% 1.8% 100,0% Expense rotors: o ity
Revenue 5 L
(%) 38,020,448 13,249,904 210,860 21,061,538 1,439,586 74982336 1675691 | oot o of
Outpatient 22.5% 14.4% 0.4% 60.1% 2.6% 100.0% Net Revenue
Revenue ( $) 20,044,749 12,794 644 327,225 53,398,003 2,348,798 88,913,419 2,073,857 2.3%
Birthing Data Newborn Nursery Utilization Organ Transplantation
Nurnber of Total Births: 222 Level 1 Patient Days 368 Kidney: 0
Number of Live Births: 222 Level 2 Paffent Days 239 Hem.y ’ 0
Birthing Rooms: 0 Level 2+ Patient Days 63 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 670 Heart/Lung: 0
Delivery Rooms: a Pancreas: 0
Labor-Delivery-Recovery Rooms: 7 Laboratory Studies Liver: : 0
Labor-Dellvery-Racovery-Postpartum Rooms: 0 Inpatient Studies 238,112 '
C-Section Rooms: 1 Outpaﬁent Studies 152,236 Total: 0

Sthudies Performed Under Contract 80,753

CSections Performed: 47

* Note: According to project#09-033, approved on 10/13/09, facility discontinued 15 bed OB category of service. The data shown is prior to ist
discontinuation. Actual Cost of Services Provided to Charity Care Inpatients and Qutpatients was calculated using the 2009 IRS 980 Schedule H instructions
to determiine the cost to charge ratio. This methodology was used because the 2009 Medicare Cost Report was goTEFuBRRIRMSITR RIQ was due.
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HOSPITAL PROFILE - CY 2009 Provena Saint Joseph Hospital - Elgin Page 2
Surgical Specialty Operating Rooms Surgical Cases Su | Hours rs Cas
Inpatlent Outpatient Combined Total Inpatient CQutpatient  Inpatient Cutpatient Totai Hours inpatient Outpatient
Cardiovascutar 0 0 0 0 207 32 830 74 904 40 23
Dermatology ] 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 10 10 1040 981 1919 1261 3180 1.8 1.3
Gastroenterology 0 0 1] 0 713 170 741 1169 1910 1.0 1.0
Neurclogy 0 0 0 0 98 10 32 19 k)| 3z 1.9
OB/Gynecology 0 0 0 0 63 103 141 115 256 22 1.1
Oral/Maxillofacial 0 0 0 0 4 0 - 4 0 4 1.0 0.0
Ophthalmelogy 0 0 0 ¢ 3 279 4 287 291 1.3 1.0
Orthopedic ¢ 0 0 0 565 588 1472 1001 2473 26 1.7
Otolaryngology 0 0 0 0 77 200 118 377 495 1.5 1.9
Plastic Surgery 0 o 0 0 19 41 73 B4 157 38 2.0
Podiatry 0 0 0 0 4 3 g 49 58 23 1.6
Thoracic 0 0 0 0 0 0 0 0 0 0.0 0.0
Urology 0 0 0 1] 189 502 278 510 788 1.5 1.0
Totals 0 0 10 10 2982 3937 5901 4946 10847 2.0 1.3
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 11 Stage 2 Recovery Stations 22
__Dedicated and Non-Dedicated Procedure Room Utilzation
cedure 2! Surgical Cases Surgical Hours Hours per Case
Procedure Yype Inpatient Qufpatient Combined Total Inpatient Outpatient [npatient Outpatient Total Hours Inpatient Outpatient
Gasftrointestinal 0 0 0 0 0 0 0 ¢ 0 0.0 0.0
Laser Eye Procedures 0 0 0 0 0 0 0 0 0 0.0 0.0
Pain Management 0 0 0 0 0 0 0 0 0 0.0 0.0
Cystoscopy 0 0 ] 0 0 0 0 0 0 0.0 0.0
Multipurpose Non-Dedicated Rooms
| 0 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
i 0 0 0 0 0 0 0 0 0 0.0 0.0
‘ Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 1,373
| Cath Labs used for Angiography procedures 2 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnosﬂc Catheterlzation Labs 0 Diagnostlc Catheterizations (1 5+) 732
f Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations {0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization {(15+) 481
Emergency/Trauma Care EP Catheterizations (15+) 160
Certified Trauma Center by EMS .
Level of Trauma Service L::E:: Le‘v-e! 2 Total CardiaccSE:Jrrtg:rt\:jSC:sees: pata 84
, . Pediatrdc (0 - 14 Years): 0
Operating Rooms Dedt‘cated for Trauma Care 1 Adult (15 (Years and Ol)der): 64
Number of Trauma Visits: 564
Patients Admitted from Trauma 424 Coronary Artery Bypass Grafts (CABGs})
performed of total Cardiac Cases : 64
Emergency Service Type: Comprehensive . B
Number of Emergency Room Statiens 20 Total Outp ﬁem-——ﬂ———-——-—-——?ﬂ‘:[t atient Service Data 204,643
N a S
Persons Trealed by Emergency Services: 32813 Outpatient Visits at the Hospital/ Campus: 172.261
. Patients Admitted from Emergency: 4.257 Outpatient Visits Offsite/off campus 32,352
| Total ED Visits (Emergency+Trauma): 33477 '
Examingtions adiation Equipment Therapies/

Diagnosticfinterventional Equipment
Owned Contract Inpatient Gutpatient Owned Contract Treatments

General Radiography/Fluoroscopy 5 0 14504 22,959 Lithotripsy 0 0 0
Nucleer Medicine 3 0 1,491 327 Linear Accelerator 2 0 4854
Mammography 3 0 0 6823 Image Guided Rad Therapy 0 0 0
Ultrasound s 0 3,503 9,429 intensity Modulated Rad Therap 1 0 1120
Diagnostic Anglography 0 0 0 High Dose Brachytherapy 0 0 0
Intarventionsal Angiography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 1 0 182 Gamma Knifa 0
Computerized Axial Tomography (CAT} 2 0 6,194 16,786 ) 0 0
Magnetic Resonance Imaging 1 0 1,449 2,538 Cyber knife 0 0 0
BrIACHeENT e o

Source: 2009 Annual Hospital Questionnaire, lllincis Department of Public Health, Health Systems Development.
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Hospital Profile - CY 2009

Provena Saint Joseph Medical Center

Joliet

Page 1

Ownership, Management and Generai Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Jeffrey L. Brickman White 77.3% Hispanic or Latino: 8.2%
ADMINSTRATOR PHONE  815-725-7133 Black 12.7% Not Hispanic or Latino: 91.5%
OWNERSHIP: Provena Health American Indian 0.0% Unknown: 0.3%
OPERATOR: Provena Hospitals d/b/a Provena St. Joseph Medical Aslan 0.8% {OPH Naraber: 2638
MANAGEMENT: Not for Profit Corporation Hawailan/ Pacific 0.0% umber.
CERTIFICATION: None Unknown: 9.2% HPA A13
FACILITY DESIGNATION:  General Hospital HSA 9
ADDRESS 333 North Madison Street CITY: Joliet COUNTY: Will County
A R AL e
Facility Utilization Data by Catedoty of Service
Autharlzed Peak Beds Average Average CON Staft Bed
. CON Beds Setup and Peak inpatient Observatlon [ength  Daily Occupancy Occupancy
Clinical Service 12/31/2008 Staffed Census Admissions  Days Days  ofStay Census  12/31/2009 Rate %
Medical/Surgical 319 282 271 15,783 67402 9,063 48 209.5 65.7 74.3
0-14 Years 40 94
15-44 Years 3,366 11,237
45-64 Years 4893 19,602
65-74 Years 2,680 13,171
75 Years + 4,804 23,398
Pediatric 13 13 13 525 1,415 692 4.0 58 44.4 44.4
Intensive Care 52 52 51 4,413 11,848 2 2.7 325 625 62.5
Diract Admission 2801 8,350
Transfers 1,612 3,498
Obstetric/Gynecology 33 33 33 2,406 6,039 275 26 17.3 52.4 524
Maternity 2,182 5,500
Clean Gynecology 224 530
. Neonatal 0 0 0 0 0 0 0.0 0.0 0.0 0.0
| Long Term Care 0 0 0 0 0 0.0 0.0 0.0 0.0
. Swing Beds 0 0 0.0 0.0
| Acute Mental lliness A 31 AN 1,390 9,613 0 6.9 26.3 85.0 85.0
Rehabilitation 2 32 30 570 6,544 0 115 17.9 56.0 56.0
Long-Term Acute Care 0 0 0 0 0 0.0 0.0 0.0 0.0
| Dedcated Qbservation 0 1]
Facility Utilization 480 23,475 102,861 10,052 4.8 309.4 64.4
| (Includes ICU Direct Admissions Only)
| inpatients and Qutpatients Served by Payor Source
Medicare Medicald Other Public Private Insurance Private Pay  Charity Care Totals
46.0% 13.4% 0.9% 34.5% 3.2% 2,0%
Inpatients 10793 3154 212 8099 751 466 23,475
27.4% 18.9% 0.8% 48.6% 5.2% 1.3%
Outpatients 63576 39251 1779 112829 12070 2927 232,432
Financial Year Reported: 1/4/2009 z0  12/31/2009 Inpatient and Qutpatient Net Revenue by Pavor Source Charity Total Charity
Medicare  Medicald  Other Public Private Insurance  Private Pay Totals  Care Care Expense
i Expense 7,284,458
Inpatient 50.0% 11.1% 0.0% 28.0% 13.6% 100.0%
Revenue ($) 101,834552 22,548,805 0 51620573 27643931 200647861 3377831 | oems: Charlly
] » [} + ' ) [} L] v ' ) [} Care as % of
Outpatient 22.3% 6.0% 0.0% 51.9% 19,7% 100.0% Net Revenue
Revenue { §) 46,700,399 12,443,368 1] 108,545,931 41,267 927 208,957 625 3,906,527 1.8%
Blrthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births; 2,016 Level 1 Patient Days 3,719 Kidney: 0
Number of Live Births: 2,011 Level 2 Patient Days 0 Heart'y. 0
Birthing Rooms: 0 Level 2+ Patient Days 1,943 Lung: 0
Labor Rooms: 0 Total Nursery Patientdays 5,662 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: )] Laboratory Studies Liver: 0
Labor-Delivery-Recovery-Postpartum Rooms: 33 Inpatient Studies 766,465 er:
C-Section Rooms: 2 Outpatient Studies 603,298 Total: 0
CSections Performed: 745 Studies Performed Under Contract 31,054

* Note: The 2 Linear Accelerators are capable of performing IGRT, IMRT and Brachytherapy treatments. Actual Cost of Services Provided to Charity Care
Inpatients and Qutpatients was calculated using the 2009 IRS 990 Schedule H instructions to determine the cost to charge ratio, This methodology was used

ATTACHMENT 19C

because the 2009 Medicare Cost Report was not available at time the AHQ was due




HOSPITAL PROFILE - CY 2009 Provena Saint Joseph Medical Center Joliet Page 2
Surgery and Operating Room Utilization
Surgical Specialty Operating Rooms Surgical Cases - Surgical Hours Hours per Cage
Inpatient Cutpatient Combined Total Inpatient Qutpatient  Inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular ] 0 2 2 237 0 1377 o 1377 5.8 0.0
Dermatotogy 0 0 0 0 0 0 0 0 0 0.0 0.0
General 0 0 8 8 1383 1564 2553 1989 4542 1.8 1.3
Gastroenterology 0 0 o 0 1962 3416 1405 2393 3798 0.7 0.7
Neurology o 0 0 0 373 49 1548 124 1672 42 25
OB/Gynecology 0 0 0 0 346 686 775 763 1538 22 1.1
Cral/Maxillofacial o 0 0 0 2 25 5 62 67 25 25
Ophthalmology 0 ] 0 0 6 386 11 363 374 1.8 0.9
Orthopedic 0 0 0 0 900 854 1974 1294 3268 22 15
Otolaryngology 0 0 0 0 143 436 201 541 742 14 1.2
Plastic Surgery 0 0 0 0 16 101 29 195 224 1.8 1.9
Podiatry 0 0 0 0 19 118 30 246 278 1.8 21
Thoracle 0 0 0 0 421 197 1266 323 1589 3.0 16
Urology 0 ] 0 0 213 232 743 1309 2052 3.5 56
Totals o ] 10 10 6021 8064 11917 3602 21519 20 1.2
SURGICAL RECOVERY STATIONS Stage 1 Recovery Sfations 10 Stage 2 Recovery Stations 0
Dedicated and Non-Dedjcated Procedure Roomn Utilzation
Procedure Rooms Sujgical Cases Suraical Hours
Broceduye Type Inpatient Outpatient Combined Tota Inpatient  Outpatient Inpatient Outpatient Total Hours  Inpatient Qutpatient
Gastrointestinal 0 0 3 3 1962 3416 1405 2393 3798 07 07
Laser Eye Procedures 0 0 1 1 0 56 0 21 21 0.0 0.4
Paln Management 0 o 1 1 57 170 66 202 268 1.2 1.2
Cystoscopy 0 0 1 1 184 350 251 385 636 14 1.1
Multipurpose Non-Dedicated Rooms
0 0 t 1 0 2 0 1 1 0.0 05
0 0 0 0 0 0 0 0 0 00 0.0
0 0 0 0 1] 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardjac Catheterization Utllization
Total Cath Labs (Dedicated+Nondedicated labs): 4 Total Cardiac Cath Procedures: 2,714
Cath Labs used for Anglography procedures 0 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 1,329
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-1 4): 0
Dedicated EP Catheterization Labs 1 Interventional Catheterization (15+) 995
Emergency/Trauma Care EP Catheterizations (15+) 390
Certified Trauma Center by EMS .
Level of Trauma Service LX:3:11 Level2 Total Gar diac%’;‘;':—?é’ff&“—“—‘ﬁ 655
Operating Rooms Dedicated for Trauma Care 1 :3:?::; Sge;:: ;Zagl)éer): 8 sg
Number of Trauma Visits: 904
Patients Admitted from Trauma 866 Coronary Artery Bypass Grafts (CABGS)
) performed of total Cardiac Cases : 284
Emergency Setvice Type: Comprehensive _ i
Number of Emergency Room Stations 43 Total Outpaﬁent%:fit;ﬂw 506.576
N . 1) ]
E:Irfec::: ;:I‘:It::dbf)r(oEmmg:::‘gc:n:;mces- fgfgg Outpat!ent Vls!ts at th.e Hospital/ Campus: 464,508
Total ED Visits (Emergency+Trau ma): 70,469 Outpatient Visits Offsite/off campus 42,070
iagnostic/interventional Equipment Examinations adiation Equipment Therapies/
Owned Contract inpatient Outpatient Owned Contract Treatments
neral Radiography/Fiuoroscopy 29 0 26372 71,389 Lithotripsy 0 ! 27
ielear Medicine 4 0 3,667 10,206 Linear Accelsrator 2 0 70
immography 2 0 0 13,856 image Guided Rad Therapy 2 0 40
rasound 8 0 5,143 19,181 Intensity Modulated Rad Therap 2 0 35
gnostic Angiography o o 0 0 High Dose Brachytherapy 2 0 19
erventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
sitron Emission Tomography (PET) 0 1 0 0 Gamma Knife 0 0 0
mputerized Axial Tomography (CAT) 7 0 8,981 29,108 )
'gnetic Resonance Imaging 4 0 4,170 8,779 Cyber kife A 0 NT 100 0

Irce: 2009 Annual Hospital Questionnaire,

Itinois Cepartment of Public Heaith, Health Systems Development.




Hospital Profile - CY 2009

Provena St Mary's Hospital

Kankakee

Page 1

Ownership, Management and General Information

Patients by Race

Patients by Ethnicity

ADMINISTRATOR NAME:  Michael Amo White 78.3% Hispanic er Latino: 31%
ADMINSTRATOR PHONE  (815) 937-2401 Black 20.7% Not Hispanic or Latino: 96.6%
OWNERSH!P: Provena Hospitals American Indian 0.0% Unknown: 0.3%
OPERATOR: Pravena Hospitals dib/a Provena St.Marys Hospital Asian 0.2% \DPH Number: 4879
MANAGEMENT: Church-Related Hawailan/ Pacific 0.0% umoer.
CERTIFICATION: None Unknown: o7  HPA A-14
FACILITY DESIGNATION:  General Hospital HSA 9
ADDRESS 500 West Court Street CITY: Kankakee COUNTY: Kankakee County
R —— " - i
Facility Utilization Data by Cateqory of Service
Authorized Peak Beds Average Average CON Staif Bed
- . CON Beds Setup and Peak Inpatient Observaton Length  Daily Occupancy Occupancy
Clinical Service 12/31/2000 Staffed Census Admisstons  Days Days of Stay Census  12/31/2009 Rato %
Medical/Surgical 105 83 77 4471 19,084 952 45 54.9 52.3 66.1
0-14 Yeers 5 i3
15-44 Years ar7 2,600
45-64 Years 1,789 6,969
65-74 Years 694 3272
75 Years + 1,166 6,224
Pediatric 14 13 10 542 1,711 445 40 5.9 422 45.4
Intensive Care 26 25 25 2,051 5,860 75 29 16.3 62.5 65.0
Diract Admission 1,417 3,233
Transfers 634 2627
Obstetric/Gynecology 12 13 8 488 1,042 52 23 3.0 25.0 231
Malternity 420 936
Clean Gynecology 46 106
Neonatal 0 0 0 0 0 0.0 0.0 0.0 0.0
' Long Term Care 0 ) 0 0 0 0 0.0 0.0 0.0 0.0
‘ Swing Beds 0 0 0.0 0.0
i Acute Mantal lilness 25 24 21 649 3,488 3 54 9.6 38.3 455
. Rehabilitation 0 0 0 0 0 0 0.0 0.0 0.0 0.0
‘ Long-Term Acute Care 0 0 ] 0 0 0 0.0 0.0 0.0 0.0
- Dedcated Observation 4] 0
‘ Facility Wtilization 182 7,545 31,185 1,527 43 856 492
; (Includes ICU Dirsct Admissions Only)
; Inpatients and Outpatients Served by Payor Source
Medicare Medicaid Other Public Private Insurance Private Pay  Charity Care Totals
| 46.0% 17.8% 1.2% 28.8% 4.2% 1.9%
Inpatients 3474 1343 94 2171 320 143 7,545
26.9% 16.1% 1.4% 40.9% 141% 1.5%
Outpatients 27886 15582 1481 42310 14624 1582 103,475
| Financial Year Reported: 1172009 10 12/3172009 (npatient and Outpatient Net Revenue by Payor Source Charity Total Charity
Medicare Medicald  Other Public Private Insurance  Private Pay Totals Care Care Expense
, . Expense 2,657,530
Inpatient £2.5% 14.5% 0.2% 29.7% 3.1% 100.0%
Revenue ($} 32,691,073 9,028,207 105,333 18,527,435 1,932,268 62284316 1856022 | Orals: Charlty
[l ) ¥ ] » 1 ' ] ¥ 3 ) 1 1 cﬂrﬂ as % or
Outpatient 19.1% 8.9% 0.2% 65.9% 5.9% 100.0% Net Revenue
' Revenue ($) 15,172,947 7,045,738 132,298 52,276,990 4,708,645 79,336,618 800,608 1.9%
Birthing Data Newbom Nursery Utilization Organ Transplantation
Number of Total Births: 424 Level 1 Patient Days 781 Kidney: 0
Number of Live Births: 420 Level 2 Patient Days 242 i o
Birthing Rooms: 0 Level 2+ Patient Days 20 Lung: 0
Lab'or Rooms: 0 Total Nursery Patientdays 1,043 Heart/Lung: 0
Delivery Rooms: 0 Pancreas: 0
Labor-Delivery-Recovery Rooms: 1 Laboratory Studies Liver: : o
Labor-Delivery-Recovery-Postpartum Rooms: 4 Inpatient Studies 167,326 ver.
C-Section Rooms* 1 Outpatient Studies 204,947 Total: 0
CSections Performed: 116 Studies Performed Under Contract ¢

* Note; According to Board action on 4/22/09, Board reduced 4 1CU beds overall voluntarily. New CON count for the facility is 182 beds. Actual Cost of
' Services Provided to Charity Care Inpatients and Outpatients {Part |}, Question 3 on page 14) was calculated using the 2009 IRS 990 Schedule H instructions
to determine the cost to charge ratie. This methodology was used because the 2009 Medicare Cost Report was A ERieIEENMTENAE 4190 Was due.




HOSPITAL PROFILE - CY 2009 Provena St Mary's Hospital Kankakee Page 2
Surgery and Operating Room Utitization
Surgleal Spedialty Operating Rooms Surgical Cases Surgical Hours ours per Case
Inpatient Outpatient Combined Taotal Inpatient OQutpatient  inpatient Outpatient Total Hours Inpatient Outpatient
Cardiovascular 0 0 0 0 0 0 0 0 0 0.0 0.0
Dermatology ] 0 0 0 0 0 0 0 0 0.0 0.0
General ] 0 7 7 450 640 839 989 1828 1.9 1.5
Gastroenterology 0 0 0 0 166 69 201 83 284 12 12
Neurology 0 0 0 0 51 747 1214 909 1030 24 1.2
OB/Gynecology 0 0 0 0 197 248 391 416 807 20 1.7
Oral/Maxillofacial 0 0 0 0 12 9 24 17 41 2.0 1.9
Ophthalmology 0 0 0 0 3 385 8 422 430 27 1.1
Orthopedic 0 0 0 0 304 607 1047 1223 2270 27 2.0
Otofaryngology 0 0 0 0 10 285 15 360 375 15 1.3
Plastic Surgery 0 0 0 0 1 33 4 66 70 40 2.0
Podiafry 0 0 0 0 11 76 18 154 172 16 2.0
Thoraclc 0 0 0 0 24 14 60 17 77 25 1.2
Urology 0 0 1 1 197 659 301 872 1173 1.5 1.3
Totals 0 ] 8 8 1516 3772 3029 5528 8557 240 1.5
SURGICAL RECOVERY STATIONS Stage 1 Recovery Stations 0 Stage 2 Recovery Stations 0
Dedicated and Non-Dedicated Procedure Room Utilzation
Procedure Rooms Surgical Cases urgieal S Hours per Case
Procedure Type Inpatient Qutpatient Combined Total Inpatient Outpatient Inpatient Outpatient Total Hours Inpatient Outpatient
Gastrointestinal 0 0 5 5 360 1288 382 1565 1947 t.1 1.2
Laser Eye Procedures 0 0 1 1 0 22 0 17 17 0.0 0.8
Pain Management 0 0 0 0 0 0 0 ] ] 0.0 0.0
Cystoscopy 0 0 0 0 0 0 0 0 0 0.0 Q.0
Multipurpose Non-Dedicated Rooms
0 0 0 0 0 0 0 0 0 0.0 0.0
0 ] 0 0 0 0 0 0 0 0.0 0.0
0 0 0 0 0 0 0 0 0 0.0 0.0
Cardiac Catheterization Labs Cardiac Catheterization Utilization
Total Cath Labs (Dedicated+Nondedicated labs): 2 Total Cardiac Cath Procedures: 658
Cath Labs used for Angiography procedures 2 Diagnostic Catheterizations (0-14) 0
Dedicated Diagnostic Catheterization Labs 0 Diagnostic Catheterizations (15+) 522
Dedicated Interventional Catheterization Labs 0 Interventional Catheterizations (0-14): 0
Dedicated EP Catheterization Labs 0 Interventional Catheterization {15+) 113
EmergencylTrauma Care EP Catheterizations (15+) 23
Certified Trauma Center by EMS 3
Levet of Trauma Service Level 1 Levet 2 ) Cardiac Surgery Data
Adult L Total Cardiac Surgery Cases: 0
Operating Rooms Dedicated for Trauma Care 1 Pediatric (0 - 14 Years): 0
Number of Trauma Visits: 201 Adult (15 Years and Older): 0
Patients Admitted from Trauma 223 Coranary Artery Bypass: Grafts (CABGs)
) performed of total Cardiac Cases : 0
Emergency Service Type: Comprehensive i .
Number of Emergency Room Stations 22 Total Outpat t?r_m‘f%gm 218,663
. utpatient Vis )
Per.sons Trea.ted by Emergency Se-r\rlces. 31,174 Outpatient Visits at the Hospital/ Campus: 187,202
Patients Admitted from Emergency: 5,913 . .
\ Outpatient Visits Offsite/off campus 31,4614
Total ED Visits (Emergency+Traumay): 31,465
Diagnostic/interventional Equipment Examinations Radiation Equipment Therapies/
Owned Contract Inpatient Outpatient Owned Contract Treatments
General Radiography/Flucroscopy 7 0 7,780 30,258 Lithotripsy 0 1 156
Nuclear Medicine 2 0 1,405 1,861 Linear Accelerator 0 0 0
Mammography 4 0 0 4,584 Image Gulded Rad Therapy ] 0 0
Ultrasound 4 0 2,102 6,361 intensity Modulated Rad Therap 0 0 0
Diagnostic Angiography 0 0 0 0 High Dose Brachytherapy 0 0 0
Interventional Angiography 0 0 0 Proton Beam Therapy 0 0 0
Positron Emission Tomography (PET) 0 ! 0 0 Gamma Knife 0
Computerizad Axial Tomography (CAT) 2 0 2,494 15,811 ) 0 0
Magnetic Resonance Imaging 2 0 809 253 Cyber knife 0 0 0
xrrxcmyeNtTryT—m—

Source: 2009 Annual Hospital Questionnaire, lliinols Department of Public Health, Health Systems Development.
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| AMBULATORY SURGICAL TREATMENT CENTER PROFILE-2009 BELMONT/HARLEM SURGERY CENTER, LLC CHICAGO
NUMBER OF PATIENTS BY AGE GROUP NUMBER OF PATIENTS BY PRIMARY PAYMENT SOURCE
AGE MALE FEMALE TOTAL | PAYMENT SOURCE MALE FEMALE TOTAL
0-14 15 12 27 Medicaid 25 26 51
15-44 159 185 344 Medicare 414 851 1,265
45-64 308 322 630 Other Pubilc 0 1] 1)
65-74 266 3as 654 Insurance 488 433 921
75+ Yea 192 420 612 Private Pay 10 16 26
TOTAL 840 1,327 2,267 Charity Care 3 1 4
' TOTAL 940 1,327 2,267
| NET REVENUE BY PAYOR SOURCE for Fiscal Year Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private insurance Private Pay TOTALS Expense Total Net Revenue
18.7% 0.5% 0.0% 58.6% 22.2% 100.0% 0%
870,560 21,951 0 2,730,613 1,035,739 4,658,883 16,139

OPERATING ROOM UTILIZATION FOR THE REPORTING YEAR

SURGERY

PREP and AVERAGE

SURGERY CLEAN-UP TOTAL CASE

TOTAL TIME TIME SURGERY TIME

SURGERY AREA  SURGERIES (HOURS) (HOURS) {HOURS} (HOURS)
Cardiovascular o 0.00 0.00 0.00 0.00
Dermatology o 0.00 0.00 0.00 0.00
Gastroenterology 266 133.00 88.00 221.00 0.83
General 16 12.00 7.00 19.00 1.19
Laser Eye 0 0.00 0.00 0.00 0.00
MNeurological 0 0.00 0.00 0.00 0.00
OB/Gynecology 0 0.00 0.00 0.00 0.00
Opthalmology 1304 652.00 325.00 977.00 0.75
Oral/Maxillofacial 0 0.00 0.00 0.00 0.00
Orthopedic 287 287.00 119.00 406.00 1.41
Otolaryngology k14 22.00 12.00 34.00 0.92
Pain Management 148 74.00 24.00 98.00 0.66
Plastic 0 0.00 0.00 0.00 0.00
Podiatry 164 164.00 68.00 232.00 1.41
Thoracic 0 0.00 0.00 0.00 0.00
Urology 45 30.00 22,00 52.00 1.16
TOTAL 2267 1,374.00 665.00 2039.00 0.80

PROCEDURE ROOM UTILIZATION FOR THE REFORTING YEAR

PREP and AVERAGE

SURGERY CLEAN-UP TOTAL CASE

PROCEDURE TOTAL TIME TIME SURGERY TIME

SURGERY AREA ROOMS  SURGERIES (HOURS) (HOURS) {HOURS) (HOURS)
Cardiac Catheteriza 0 0 0 0 0 0.00
Gastro-intestinal 0 0 0 0 0 0.00
Laser Eye o 0 0 0 0 0.00
Pain Management 0 0 0 0 0 0.00
TOTALS 0 0 0 0 0 0.00

ATTACHMENT 19C

' Source:Ambulatory Surglca) Treatment Center Questionnalre for 2008, [lincis Department of Public Health, Health Systems Development
Page 88 of 274 10/2872010
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AMBULATORY SURGICAL TREATMENT GENTER PROFILE-2009 BELMONT/HARLEM SURGERY GENTER, LLC CHICAGO
Reference Numbers Facility id 7003131 Number of Operating Rooms 4
Health Service Area 006 Planning Service Area 030 Procedure Rooms 0
| BELMONT/HARLEM SURGERY CENTER, LLC Exam Rooms 0
- 3101 NORTH HARLEM AVENLUIE Number of Recovery Stations Stage 1 5
| CHICAGO, IL 60634 Number of Recovery Stations Stage 2 8
Administrator Date
‘ FAITH MCHALE Completed
412612010

| Registered Agent .

i NANCY ARMATAS Type of Ownership
Property Owner Umited Liability Company (RA required)
RESURRECTION SERVICES
Legal Owner
HOSPITAL TRANSFER RELATIONSHIPS
HOSPITAL NAME NUMBER OF PATIENTS
RESURRECTION MEDICAL CENTER, CHICAGO 2
OUR LADY OF RESURRECTION, CHICAGO 0
0
0
0
STAFFING PATTERNS DAYS AND HOURS OF OPERATION
PERSONNEL FULL-TIME EQUIVALENTS Monday 10
Administrator 0.00 Tuesday 10
Physicians 0.00 Wednesday 10
Nursa Anesthetists 0.00 Thursday 10
Dir. of Nurses 1.00 Friday 10
Reg. Nurses 2.00 Saturday 0
Certified Aides 1.00 Sunday 0
Other Hith. Profs. 2.00
Other Non-Hith. Profs 3.00
TOTAL 9.00
FACILITY NOTES

ATTACHMENT 19C

Source:Ambulatory Surgical Treatment Center Questionnaire for 2009, lliinols Department of Public Heafth, Health Systems Development
Page 87 of 274 10/28/2010




HISTORICAL UTILIZATION OF
MANTENO DIALYSIS CENTER

Provena Health maintains a 50% ownership interest in Manteno Dialysis Center,
15-station ESRD facility located in Manteno, [llinois. According to data provided by The
Renal Network, Manteno Dialysis Center operated at 41.11% of capacity during the

reporting quarter ending September 30, 2009.

ATTACHMENT 19C




ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA COR MARIAE CENTER ROCKFORD

PROVENA COR MARIAE CENTER ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
3330 MARIA LINDEN DRIVE Aggressive/Anti-Social 0 DIAGNOSIS
ROCKFORD, IL. 61114 Chronic Aicoholism 0 Neoplasms 0
Reference Numbers  Facility ID 6005771 Developmentally Disabled 0 Endocrine/Metabollc 0
Health Service Area 001  Planning Service Area 201 Drug Addiction 0 Biood Disorders 0
Administrator Medicaid Recipient 1] “Nervous System Non Aizheimer 0
Teresa Waster-Peters Medicare Recipient 0 Alzheimer Disease (1]
Mental lliness 0 Mental lliness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
sfgir;’:;:f; Non-Mobile 0 Circulatory System 28
Date Public Aid Recipient 0 Respiratory System 23
Registered Agent Information Completed Under 65 Years Qld 1] Digestive System 10
Teresa Wester-Peters 4/29/2010 . Unable to Self-Medicate 0 Genitourinary System Disorders 14
3330 Matia Linden Drive Ventilator Dependent 1 Skin Disorders 4
Rockford, IL 61114 Infectious Disease w/ |solation 0 Musculo-skeletal Disorders 14
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Paisonings 10
NON-PROF CORPORATION No Restrictions 1] Other Medical Conditions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '’ :g?m?cai Conditions 12;
LIFE GARE FacILITY Ne Total Residents Diagnosed as Mentatly Il 14
ADMISSIONS AND

LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS
DISCHARGES - 2009

PEAK PEAK

LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Resldents on 1/1/2009 113
LEVEL OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 484
Nursing Care 73 73 69 73 69 4 73 16 Total Discharges 2009 475
Skilled Under 22 0 0 0 1] 0 0 0 Residents on 12/31/22009 122
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 81 61 53 61 53 8 Identified Offenders 0
TOTAL BEDS 134 134 122 134 122 12 73 16

FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE

Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds SetUp

LEVEL OF CARE Pat. days Qcc.Pet. Pat days Occ. Pet, Pat. days Pat. days Pat days Pat. days Pat days Occ. Pet.  Oge. Pet,
Nursing Care 10344  38.8% 4319 74.0% 0 0 8821 167 23651 88.6%  88.8%
Skilled Under 22 0 0.0% 0 0 o 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 (] 0 0.0% 0.0%
Sheltered Care ] 1570 17775 0 19345 86.9% 86.9%
TOTALS 10344 38.8% 4319 74.0% 0 1570 26596 167 42998 87.9% 87.9%

RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009

NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND

AGE GROUPS Male  Female Male  Female Male Female Male  Female Male Female TOTAL
Under 18 0 0 0 ¢ 0 0 0 0 0 0 0
18 to 44 0 0 D 0 0 0 0 0 0 0 0
45 to 59 0 0 +] 0 0 0 0 0 0 0 0
60 to 64 1 1 0 0 0 o 0 1 1 2 3
65t0 74 2 2 0 0 0 Q 2 3 4 5 9
7510 84 3 12 0 0 0 0 5 8 8 20 28
85+ 10 38 0 1] 0 0 10 24 20 62 82
TOTALS 16 53 0 0 0 0 17 36 N g9 122

source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Heatth, Health Systems Devel‘gkpininACMNr 19C
10/8/2010

Page 1609 of 2238
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA COR MARIAE CENTER ROCKFORD

PROVENA COR MARIAE CENTER

3330 MARIA LINDEN DRIVE

ROCKFORD, .. 61114

Reference Numbers  Fadility [D 6005771

Health Service Area 001  Planning Service Area 201

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private ~ Charity LEVEL OF CARE SINGLE DOQUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 143 207
Nursing Care 36 12 3 3 15 0 69 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
Sheltered Care 0 0 53 0 53
TOTALS 36 12 3 3 68 0 122
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22 ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 1 1 CATEGORY EQUIVALENT
Amer, [ndian 0 0 0 0 0 Administrators 2.00
Black 4 0 0 0 4 Physicians 0.00
Hawailan/Pac. Isl. 0 0 0 ] 0 Director of Nursing 1.00
White 65 0 0 52 117 Registered Nurses 8.54
Race Unknown 0 0 0 0 1] LPN's 13.78
Total 69 0 0 53 122 Certified Aldes 41.78
Other Health Staff 0.00
ETHNICITY Nursing SkiUnd22 |CF/DD Shelter Totals Non-Health Staff 58.70
Hispanic 0 0 0 1 1 Totals 126.80
Non-Hispanic 69 0 0 52 121
Ethnicity Unknown 0 0 a 0 0
Total 69 0 0 53 122
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charlty Care
Care Expense as % of
Medicare Medicaid Other Public  Prvate insurance Private Pay TOTALS Expense* Total Net Revenue
36.0% 5.9% 0.0% 5.5% 526% 100.0% 0.3%
3,213,321 522,027 0 AGA 247 4,684,406 8,914,001 25,072

*Charity Expense does not include expenses which may be considered a community benefit.

Source:Long-Term Care Facility Questionnaire for 2009, lliincis Department of Public Health, Health Systems Development

ATTACHMENT 19C 10/8/2010

Page 1610 of 2238




ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA GENEVA CARE CENTER

GENEVA

PROVENA GENEVA CARE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

1101 EAST STATE STREET Aggressive/Anti-Social 0 DIAGNOSIS
GENEVA, IL. 60134 Chronic Alcohalism 1 Neoptasms 0
Reference Numbers  Fadility (D 6003503 Devefopmentally Disabled 1 Endocrine/Metabolic 1
Health Service Area 008  Planning Service Area 08% Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Dawn Renee Furman Medicare Recipient 0 Alzheimer Disease 24
Mental {liness 0 Mental lllness 11
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 1
:Q)V_\g;l;?ﬁi:RMAN Non-Mobile 0 Circulatory System 10
Date Public Aid Recipient 0 Respiratory System 10
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 3
§/12/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 1
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 2
FACILITY OWNERSHIP Cther Restrictions 0 Injuries and Poisonings 1
NON-PROF CORPORATION No Resfrictions 0 Other Medical Conditions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '1' :;r:mesdlcal Conditions 8(1)
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally (Il 15
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS  BEDS BEDS BEDS AVALABLE MEDICARE MEDICAID  pocdarss on 1/4/2009 g9
LEVEL OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 190
Nursing Care 107 106 106 106 81 26 63 69 Total Discharges 2009 198
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 81
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 107 106 106 106 81 26 63 69
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ.Pet. Pat.days Oecc, Pct. Pat days Pat. days Pat. days Pat, days Pat. days Oce. Pet.  Qco. Pot.
Nursing Care 6481  282% 19671 78.1% 0 311 5973 0 32436 83.1% 83.8%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 6481 28.2% 19671 78.1% 0 3 5973 0 32436 83.1% 83.8%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 1 0 0 0 0 0 0 0 i 0 1
60 to 64 1 0 0 0 0 0 0 0 1 0 1
65t 74 4 4 0 0 0 0 0 0 4 4 8
75to 84 6 18 0 0 0 0 0 0 6 19 25
85+ 6 40 0 0 0 0 0 0 6 40 46
TOTALS 18 63 0 0 0 0 0 0 18 63 81
Source:Long-Term Care Fagcility Questionnaire for 2008, lilinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/872010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA GENEVA CARE CENTER GENEVA

PROVENA GENEVA CARE CENTER

1101 EAST STATE STREET

GENEVA, L. 60134

Reference Numbers  Fadility ID 6003503

Health Service Area 008  Planning Service Area 089

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 274 224
Nursing Care 15 47 0 1 18 0 81 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0
ICF/DD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 15 47 0 1 18 0 81
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SKuUnd2z  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer, Indian 0 0 0 0 0 Administrators 1.00
Black 0 0 0 0 0 Physicians 0.50
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 81 0 0 0 81 Reglstered Nurses 7.50
Race Unknown 0 0 0 0 0 LPN's 12.00
Total 81 0 0 0 81 Certified Aldes 41.00
Other Health Staff 7.00
ETHNICITY Nursing Skiind22  ICFDD Shelter Totals Non-Health Staff 24.00
Hispanic 0 0 0 0 0 Totals 94.00
Non-Hispanic 81 0 0 0 B1
Ethnicity Unknown 0 0 0 0 0
Total 81 0 0 0 B1
NET REVENUE BY PAYOR SOURCE (Fiscat Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
32.7% 38.5% 0.0% 1.5% 27.2% 100.0% 0.0%
2,055,000 2,417,269 0 95,656 1,709,374 6,277,299 0

*Charity Expense does not include expenses which may be considered a community benefit.

Source:Long:"I-'_erm Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Deve n
APXEHMENT 19C
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ILLINOIS LONO-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA HERITAGE VILLAGE

KANKAKEE

PROVENA HERITAGE VILLAGE

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOCSIS

901 NORTH ENTRANCE Aggressive/Anti-Social 1 DIAGNOSIS
KANKAKEE, IL. 60901 Chronic Alcoholism 1 Neoplasms 0
Reference Numbers  Facility ID 6004246 Developmentally Disabled 0 Endocrine/Metabolic 0
Health Service Area 009  Planning Service Area 091 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 1 *Nervous System Non Alzheimer 0
Caro! Mcintyre Medicare Recipient 0 Alzheimer Disease 19
Mentat liness 1 Mental lliness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 1
:&R;;Z;)?NTYRE Non-Mobile 0 Circulatory System 31
) Date Public Aid Recipient 0 Respiratory System 10
Registered Agent Information Completed Under 65 Years Old v} Digestive System 5
4/9/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 0
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease wf [solation 0 Musculo-skeletal Disorders 0
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 8
Non-Medical Conditi
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l T(c;r':'ALeS ical Conditions 7(4)
L CARE FACILITY No
IFE i Total Residents Diagnosed as Mentally ) 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS Dﬁl\g&ﬁggg AND
PEAK  PEAK - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 72
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 225
Nureing Care 51 51 51 51 42 9 51 0 Total Discharges 2009 223
Skitled Under 22 0 ] 0 0 0 0 0 Resldents on 12/31/2009 74
Intermediate DD ] 0 0 0 0 0 0
Sheltered Care 79 36 36 36 32 47 Identified Offenders 0
TOTAL BEDS 130 87 87 87 74 56 51 0
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private  Private  Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat.days Occ. Pct. Pat.days Occ. Pct.  Pat. days Pat. days Pat. days Pat. days Pat. days Occ. Pet.  Occ. Pct.
Nursing Care 8657  48.5% 0 00% 0 547 9197 0 18401 98.9%  98.9%
Skilted Under 22 ¢ 0.0% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 5840 365 6205 21.5% 47.2%
TOTALS 8657  46.5% 0 0.0% 0 547 15037 365 24606 519%  77.5%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male Female Male Female Male  Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 1 0 0 0 0 0 0 0 1 0 1
60 to 64 0 0 Q 0 0 0 4] 0 0 0 0
65t0 74 0 4 0 0 o 0 0 0 0 4 4
7510 84 5 10 0 0 0 0 1} 4 5 14 19
85+ 3 19 n 0 a 0 4 24 7 43 50
TOTALS 9 33 0 0 0 0 4 28 13 61 74
Soutce:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA HERITAGE VILLAGE

KANKAKEE

PROVENA HERITAGE VILLAGE
901 NORTH ENTRANCE
KANKAKEE, IL. 60901
Reference Numbers
Health Service Area 009

Facility 1D

6004246
Planning Service Area 091

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicate Medicaid Public Insurance Pay Care TOTALS Nursing Care 206 177
Nursing Care 24 0 0 10 8 0 42 Skilted Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 V]
ICFIDD 0 0 0 0 0 0 Shelter 13 102
Sheitered Care 0 0 3 1 3z
TOTALS 24 0 0 10 39 1 74
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skilnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian ] 0 0 0 0 Administrators 1.00
Black ) 1 0 0 0 1 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 1] 0 Director of Nursing 1.00
White 4 0. 0 32 73 Registered Nurses 7.00
Race Unknown 0 0 0 0 0 LPN's 11.00
Total 42 0 0 32 74 Certified Aides 41.00
Other Health Staff 4,00
ETHNICITY Nursing SkiUnd22  ICF/DD Shelter Totals Non-Health Staff 48.00
Hispanic 0 0 0 0 0 Totals 113.00
Non-Hispanic 42 0 0 32 74
Ethnicity Unknown ] 0 0 0 0
Total 42 0 ¢ 32 74
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Prvate Insurance Private Pay TOTALS Expense* Total Net Revenue
47.3% 0.0% 0.0% 3.7% 49.0% 100.0% 0.2%
2,600,153 1] 0 200,575 2,691,588 5,492,317 8,000
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA MCAULEY MANOR

AURORA,

PROVENA MCAULEY MANOR ADMISSION RESTRICTIONS RESIDENTS BY PRIMARY DIAGNOSIS
400 W. SULLIVAN ROAD Aggressive/Anti-Social 0 DIAGNOSIS
AURORA, IL. 60506 Chronic Alcoholism 0 Neoplasms 3
Reference Numbers  Fadility ID 6005912 Developmentally Disabled 0 Endocrne/Metabalic 0
Health Service Area 008  Planning Service Area 089 Drug Addiction 0 Blood Disorders 0
Administrator Medicaid Recipient 0 “Nervous System Non Alzhelmer 5
Jennifer Roach Medicare Reclpient 0 Alzheimer Disease 3
Mental lliness 1 Mental lliness 1
C?ntact Person and Telephone Non-Ambulatory 0 Developmenta Disability 0
S;L_E;:;amo Non-Mobile 1] Circulatory System 17
Date Public Ald Recipient (i Resplratory System 3
Registered Agent Information Completed Under 65 Years Old 1] Digestive System 6
Megan Kieffer 57/2010 Unable to Self-Medicate 1] Genitourinary System Disorders 0
19065 Hickory Creek Drive Suite 300 Ventilator Dependent 1 Skin Disorders 1
Mokena, 1. 60448 Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 15
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 4
NON-PROF CORPORATION No Resfrictions 0 Qther Medical Conditions 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by ‘I’ -l':;r:::;dlcal Conditions Gg
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally l1i 1
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 62
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 517
Nursing Care 87 87 74 ar 63 24 87 9 Total Discharges 2009 516
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 63
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 87 87 74 87 63 24 87 9
FAGILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SCURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid QOther Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat.days Qcc. Pct. Pat.days Occ. Pct. Pat days Pat. days Pat. days Pat, days Pat. days Qcc. Pet. Occ. Pat,
Nursing Care 10581 334% 1312 39.9% 0 695 10073 192 22863 720%  72.0%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 10591 334% 12 39.9% 0 695 10073 192 22863 72.0% 72.0%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE -DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male Female Male Female Male Female Male Female TOTAL
Under 18 1] 0 0 0 0 1] 0 0 1] 0 0
18 to 44 1 0 0 0 0 0 0 0 1 0 1
4510 59 0 1 0 0 0 o 0 0 0 1 1
60 to 64 2 0 0 0 0 0 0 0 2 0 2
65to 74 5 1 0 0 0 0 0 0 5 1 6
75 to 84 5 10 0 0 0 0 0 0 5 10 15
85+ 6 32 0 0 0 0 0 0 6 32 k!
TOTALS 19 44 0 0 0 0 0 0 19 44 63
Source:Long-Term Care Facility Questionnaire for 2009, llinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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AURORA

ILLINOIS LONG-TERM CARE PROFIL.E-CALENDAR YEAR 2008 PROVENA MCAULEY MANOR

PROVENA MCAULEY MANOR
400 W. SULLIVAN ROAD
AURQRA, IL. 60506
Reference Numbers
Health Service Area 008

Fadlity ID 6005912
Planning Service Area 089

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 228 207
Nursing Care 24 4 ] 4 31 0 63 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFDD 0 0 0 0 a 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 24 4 0 4 3 0 83
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nurgsing  SkiUnd22  ICFDD Shelter Totals EMPLOYMENT FULL-TIME
Aslan 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. indian 0 0 0 0 0 Administrators 1.00
Black 1 a 0 0 1 Physicians 0.00
Hawaiian/Pac. Isl, 0 0 0 a 0 Director of Nursing 1.00
White 60 0 0 ¢] 60 Registered Nurses 7.00
Race Unknown 2 0 0 0 2 LPN's 3.00
Tatal 83 0 0 0 53 Certified Aides 22.00
Other Health Staff 6.00
ETHNICITY Mursing Skiund22 ICF/DD Shelter Totals Non-Heatlth Staff 12.00
Hispanic 2 0 1) 0 2 Totals 72.00
MNon-Hispanic 61 0 0 0 61
Ethnicity Unknown 0 0 0 0 0
Total 63 0 0 0 63
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense” Total Net Revenue
48.8% 2.4% 0.0% 3.0% 45.8% 100.0% 0.1%
3,259,177 161,944 ] 201,188 3,056,364 6,678,684 7,530
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, llincis Department of Public Health, Health Systems Development
ATTACHMENT 19C 1082010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA OUR LADY OF VICTORY

BOURBONNAIS

PROVENA OUR LADY OF VICTORY

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

20 BRIARCLIFF LANE Aggressive/Anti-Social 0 DIAGNOSIS
BOURBONNAIS, IL. 60914 Chronic Alcoholism 0 Neoplasms 2
Reference Numbers  Facility ID 6007009 Developmentally Disabled 0 Endocrine/Metabolic 5
Health Service Area 009  Planning Service Area 091 Drug Addiction 0 Blood Disorders 2
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Robin Gifford Medicare Recipient 0 Alzheimer Dizease 1
Mental lilness 0 Mental lilness 1
Contact Person and Telephone Non-Ambulatory 0 Developmentat Disability 0
ROBIN GIFFORD Non-Mobile 0 Circulatery System 25
815-937-2022 Date Public Aid Reciplent 0 Respiratory System 17
Registered Agent Information Completed Under 65 Years Old 0 Digestlive System 2
5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 8
Ventilator Dependent 1 Skin Disorders 2
Infectious Disease wf [solation 0 Musculo-skeletal Disorders g
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 5
NON-PROF CORPORATION No Resfrictions 0 Other Medical Conditions 10
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '1’ :;r:x-eszilcal Gonditions 92
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally {ll 1
LICENSED BEDS, BEDS iN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 95
LEVEL OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 205
Nursing Care 107 107 107 107 94 13 55 80 Total Discharges 2009 206
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2008 o4
Intermediate DD 1] 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 1]
TOTAL BEDS 107 107 107 107 94 13 55 90
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat. days Occ. Pct.  Paf. days Occ. Pct.  Pat. days Pat. days Pat. days Pat. days Pat. days Occ. Pct. Oce. Pct.
Nursing Care 7906  394% 23104 70.3% 0 480 2785 0 34275 87.8% 87.8%
Skilled Under 22 -0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 7908 39.4% 23104 70.3% 0 480 2785 0 34275 87.8% 87.8%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male  Female Male  Female Male Female Male  Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 o
18to 44 0 1 0 0 0 0 0 0 0 1 1
45 {0 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 2 2 0 0 0 0 0 0 2 2 4
65 to 74 4 10 0 0 0 0 0 0 4 10 14
75 to 84 10 20 0 0 0 0 0 0 10 20 30
85+ 4 41 0 0 0 0 0 0 4 41 45
TOTALS 20 74 0 0 0 0 0 0 20 74 94
Source:Long-Term Care Facility Questionnaire for 2009, lilinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA OUR LADY OF VICTORY BOURBONNAIS

PROVENA QUR LADY OF VICTORY

20 BRIARCLIFF LANE

BOURBONNAJS, IL. 60914

Reference Numbers  Facility ID 6007009

Health Service Area 009  Pianning Service Area 091

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 177 173
Nursing Care 21 64 0 0 9 0 94 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD ] 0
ICF/DD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 21 64 0 0 9 0 94
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUndz22 {CF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 ] 0 0 0 Administrators 1.00
Biack 8 0 0 0 8 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 86 0 0 0 86 Reglstered Nurses 10.00
Race Unknown 0 0 0 0 0 LPN's 16,00
Total 94 0 0 0 04 Certified Aides 27.00
Other Health Staff 0.00
ETHNICITY Nursing SklUnd22  ICF/DD Sheilter Totals Non-Heafth Staft 37.00
Hispanic 0 0 0 0 0 Totals 92.00
Non-Hispanic 94 0 0 0 94
Ethnicity Unknown 0 0 0 0 o
Total 94 0 0 0 94
NET REVENUE BY PAYOR SOURGE {Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insuranca Private Pay TOTALS Expense®  Total Net Revenue
38.1% 46.8% 0.0% 2.6% 12.5% 100.0% 0.0%
2,380,646 2,919,597 0 162,995 777,678 6,240,916 0
*Charity Expense does not Include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Health, Health Systems Development
ATTACHMENT 19C 10//2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2002 PROVENA PINE VIEW CARE CENTER

ST. CHARLES

PROVENA PINE VIEW CARE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

611 ALLEN LANE Aggressive/Anti-Social 0 DIAGNOSIS
ST. CHARLES, .. 60174 Chronic Alcoholism 0 Neoplasms 4
Reference Numbers  Fadility ID 6007439 Developmentally Disabled 0 Endocrine/Metabolic 0
Health Service Area 008  Planning Service Area 089 Drug Addiction 1 Blood Disorders 0
Administrator Medicaid Recipient 0 “Nervous System Non Alzheimer 5
MELISSA ADAMS Medicare Recipient 0 Alzheimer Disease 1
Mental lliness 1 Mental lilness 3
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
:;f;:fz':'ﬁ”o Non-Mobile 0 Circulatory System 12
Date Public Aid Reciplent 0 Respiratory System 11
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 3
5/712010 Unable to Self-Medicate 0 Genitourinary System Disorders 5
Ventilator Dependent 1 Skin Disorders 4
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 11
FACILITY OWNERSHIP Other Restrictions 0 Injurles and Poisonings 4
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 36
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by " ?;r;rgucal Conditions 10:
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally I 24
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 88
LEVEL OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 270
Nursing Care 120 110 110 110 103 17 120 60 Total Discharges 2009 255
Skifled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 103
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 120 110 110 110 103 17 120 60
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SQURCE
Private Prvate  Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ.Pct. Pat.days Oce. Pct. Pat days Pat. days Pat. days Pat. days Pat. days Occ. Pet.  Occ. Pet.
Nursing Care 88g5s  20.3% 17874 81.6% 0 607 7533 0 34909 79.7%  86.9%
Skilled Under 22 ¢ 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 8895 20.3% 17874 81.6% 0 607 7533 ] 34909 79.7% 86.9%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male  Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 1 1 0 0 0 0 0 0 1 1 2
60 to 64 3 2 0 0 0 0 0 0 3 2 5
6510 74 2 5 0 0 0 0 0 0 2 5 7
75 to 84 B 13 0 0 0 0 0 ¢ 8 13 21
85+ 12 56 a 0 0 1] 0 0 12 56 68
TOTALS 26 77 0 0 0 0 0 0 26 77 103
Source:Long-Term Care Facility Questionnalre for 2009, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10010
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LLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA PINE VIEW CARE CENTER

ST.CHARLES

PROVENA PINE VIEW CARE CENTER

611 ALLEN LANE

ST. CHARLES, IL. 60174

Reference Numbers  Facility ID 6007439

Health Service Area 008  Planning Service Area 089

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 327 257
Nursing Care 25 50 0 1 27 1] 103 Skilled Under 22 0 0
Skilled Under 22 ] 0 0 0 0 0 0 intermediate DD 0 0
ICF/OD a 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 25 50 0 1 27 0 103
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian o 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 0 0 0 0 0 Physicians 0.00
Hawaiian/Pac. Isl. 1] 0 0 0 0 Director of Nursing 1.00
White 103 0 0 0 103 Registered Nurses 20.00
Race Unknown 0 0 0 0 o LPN's 5.00
Total 103 0 o 0 103 Certified Aldes 38.00
Other Health Staff 0.00
ETHNICITY Nursing Sklund22  ICF/DD Shelter Totals Non-Health Staff 41.00
Hispanic 0 0 0 0 0 Totals 106.00
Non-Hlspanic 103 0 0 ] 103
Ethnicity Unknown 0 0 0 ] 0
Total 103 o 0 0 103
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
38.1% 30.5% 0.0% 2.6% 28.8% 100.0% 0.0%
2,855,512 2,289,829 o 193,073 2,163,888 7,502,302 0
*Charity Expense does not include expenses which may be considered & community benefit,
Source:Long-Term Care Facility Questionnaire for 2009, Minocis Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8£2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. ANN CENTER

ROCKFORD

PROVENA ST. ANN CENTER ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

4405 HIGHCREST ROAD Aggressive/Anti-Social 1 DIAGNOSIS
ROCKFORD, IL. 61107 Chronic Alcoholism 1 Neoplasms 4
Reference Numbers Facility |ID 6008817 Developmentally Disabled 1 Endocrine/Metabolic 4
Health Service Area 001  Planning Service Area 201 Drug Addiction 1 Blood Disorders 0
Administrator Medicald Recipient 0 *Nervous System Non Alzheimer 7
Janelle Chadwick Medicare Recipient 0 Alzheimer Disease 0
Mental liiness 1 Mental lliness 0
| Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
' ;?;":;;i ;:QZADNCK Non-Mabile ] Circulatory System 33
Date Public Aid Recipient 0 Respiratory System 8
Registered Agent Information Completed Under 6% Years Old 0 Digestive System 5
Meghan Kieffer 4/28/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 13
19608 Hickory Creek Drive Suite 300 Ventltator Dependent 1 Skin Disorders 4
Mokena, L 60448 Infectious Disease w/ Isofation 0 Musculo-skeletal Disorders 26
FACILITY OWNERSHIP Other Restrictions 0 injuries and Poisonings 34
NON-PROF CORPORATION No Resfrictions ] Cther Medical Conditions 5
Non-Medi "
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by "I’ T;::\d::hcal Conditions 142
E FACILI N
LIFE CAR Y ° Total Residents Diagnosed as Mentaily I1 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS D‘I“S)Ch:nl-llisnlogg AND
PEAK PEAK GES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 453
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2008 724
Nursing Care 179 179 163 179 143 b 119 60 Total Discharges 2009 734
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 143
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 {dentified Offenders 0
TOTAL BEDS 179 179 163 178 143 36 119 60
FACILITY UTILIZATION - 2009
8Y LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Qther Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat days Ocec.Pct. Pat. days Occ. Pet. Pat days Pat. days Pat. days Pat. days Pat. days Qcc. Pct.  OQcc. Pet.
Nursing Care 15623  36.4% 19188 87.6% 0 3254 16973 0 55238 845%  B84.5%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 15823 36.4% 18188 B7.6% 0 3254 16973 0 55238 84 5% 84.5%
RESIDENTS 8Y AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male  Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 50 1 1 0 0 o 0 0 0 1 1 2
60 to 64 0 2 0 0 0 0 0 0 0 2 2
65to 74 5 8 0 0 0 0 0 0 5 8 13
75 to 84 8 27 0 0 0 0 0 0 8 27 35
85+ 23 68 0 0 0 1] 0 0 23 68 |
TOTALS 37 106 0 0 0 0 0 0 37 106 143
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 101612010
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ILLINOIS LONO-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. ANN CENTER ROCKFORD

PROVENA ST. ANN CENTER

4405 HIGHCREST ROAD

ROCKFORD, IL. 61107

Reference Numbers  Fadility ID 6008817

Health Service Area 001  Planning Service Area 201

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 231 195
Nursing Care 44 52 0 8 39 0 143 Skilled Under 22 0 0
Skilled Under 22 0 : 0 0 0 0 0 0 Intermediate DD 0 0
ICF/OD 0 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 44 52 [t} a 39 0 143
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Mursing SkUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. indian 0 0 0 0 0 Administrators 1.00
Bilack 7 0 0 0 7 Physicians 0.00
Hawailan/Pac, Is!. 0 0 0 0 ] Director of Nursing 1.00
White 136 0 0 0 136 Registered Nurses 21.00
Race Unknawn 0 0 0 0 0 LPN's 35.00
Total 143 0 0 0 143 Certified Aides 100.00
Cther Health Staff 5.00
ETHNICITY Nursing Skdund22 ICF/DD Shelter Totals Non-Health Staff 54.00
Hispanic 1 0 0 0 1 Totals 217.00
Non-Hispanic 142 0 0 0 142
Ethnicity Unknown 0 0 0 0 0
Total 143 0 0 0 143
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
39.0% 18.5% 0.0% 8.5% 34.0% 100.0% 0.0%
4,961,570 2,358,343 0 1,081,399 4,329,706 12,731,018 0

*Charity Expense does not include expenses which may be considered a cammunity benefit.

Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Deve1o;i_ment

ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. JOSEPH CENTER FREEPORT

PROVENA ST. JOSEPH CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

659 EAST JEFFERSON STREET Aggressive/Ant-Social 0 DIAGNOSIS
FREEPORT, IL. 61032 Chronic Alcoholism 0 Neoplasms 2
Reference Numbers  Fadility ID 6008973 Developmentally Disabled 0 Endocrine/Metabolic 5
Health Service Area 001  Planning Service Area 177 Drug Addiction o Blood Disorders 1
Administrator Medicaid Recipient 0 *Nervous Systern Non Alzheimer 11
Michelle Lindeman Medicare Recipient 0 Alzheimer Disease 3
Mental iiness 1 Mental illness 6
C?ntact If‘erson and Telephone Non-Ambulatory 0 Developmental Disability 2
;lglj;:r:;l;n;eman Non-Mabile 0 Circulatory System 41
Date Public Aid Recipient 0 Respiratory System 5
Registered Agent Information Completed Under 63 Years Old 0 Digestive System 7
5/4/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 3
Ventilator Dependent 1 Skin Disorders 0
Infectious Disease w/ Isclation 0 Musculo-skeletal Disorders ]
FACILITY OWNERSHIP Other Restricions 0 Injuries and Peisonings 2
NON-PROF CORPORATION No Resfrictions 0 Other Medical Conditions 5
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I' ?gr_:_—:\nl-esdlcal Conditions 102
LIFE CARE FACILITY No .
Total Residents Diagnosed as Mentally Il 9
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 103
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 193
Nursing Care 120 111 11 108 102 18 120 o4 Total Discharges 2009 194
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 102
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 120 11 111 108 102 18 120 94
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds SetUp
LEVEL OF CARE Pat. days Occ, Pct.  Pat.days Oce. Pct.  Pat. days Pat. days Pat days Pst. days Pat. days Occ. Pt Oce, Pet.
Nursing Care 4263 8.7% 23066  67.2% 0 1291 10535 0 39155 89,4% 96.6%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 1] 0 0.0% 0.0%
TOTALS 4263 9.7% 23066 67.2% 0 1291 10535 0 39135 89.4% 96.6%
RESIDENTS BY AGE GRCUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male  Female Male Female Male Female Male Female TOTAL
‘ Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 0 0 0 0 0 0 0 0 0 0 0
65t0 74 1 8 1] 0 0 0 1] o 1 8 9
75 to 84 9 23 0 0 0 0 0 1] 9 23 2
85+ 9 52 0 0 0 0 0 Q 9 52 61
TOTALS 19 83 0 0 0 0 0 0 19 83 102
Source:Long-Term Care Facility Questionnaire far 2009, lllinois Department of Public Health, Health Systems DeK]fglmK% NT 19C N
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA ST. JOSEPH CENTER

FREEPORT

PROVENA ST. JOSEPH CENTER
659 EAST JEFFERSON STREET
FREEPORT, IL. 61032
Reference Numbers
Health Service Area 001

Facility ID 6008973
Planning Service Area 177

RESIDENTS BY PAYMENT SQURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 195 163
Nursing Care” 12 59 0 2 29 0 102 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD o 0
Sheltered Cara 0 0 0 0 0
TOTALS 12 59 0 2 29 0 102
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skiund22  ICFOD Sheilter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Btack 3 0 0 0 3 Physicians 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 98 0 0 0 98 Registered Nurses 8.00
Race Unknown 1 0 0 0 1 LPN's 15.00
Other Health Staff 6.00
ETHNICITY Nursing SkuUnd2z  ICF/DD Shelter Totals Non-Health Staff 47.00
Hispanic 0 0 0 0 0 Totals 122.00
Non-Hispanic 101 0 0 0 101
Ethnicity Unknown 1 0 0 0 1
Totat 102 0 0 0 102
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense* Total Net Revenue
18.4% 40.8% 0.0% 6.3% 34.5% 100.0% 0.1%
1,196,547 2,652,594 0 411,964 2,245,919 6,507,024 4,872
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, illincis Department of Public Health, Health Systems Devejo
ATTACHMENT 19C  0mp010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 PROVENA VILLA FRANCISCAN

JOLIET

PROVENA VILLA FRANCISCAN

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

210 NORTH SPRINGFIELD AVENUE Aggressive/Anti-Social 0 DIAGNOSIS
JOLIET, IL. 60435 Chronic Alcoholism 0 Neoplasms 0
Reference Numbers  Facility ID 6012678 Developmentally Disabled 0 Endocrine/Metabolic 2
Health Service Area 009  Planning Service Area 197 Drug Addiction o Blood Disorders 1
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 2
Ann Dodge Medicare Recipient 0 Alzheimer Disease 0
Mental lliness 0 Mental lliness 3
Contact Person and Telephone Non-Ambulatary 0 Developmental Disabifity o
::\Isrf'{gg.gfui Non-Maobile 0 Circulatory System 4
Date Public Aid Recipient 0 Respiratory System 5
Registered Agent Information Completed Under 65 Years Old 1) Digestive System 2
4/28/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 9
Ventilator Dependent 0 Skin Disorders 2
Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 90
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 2
NON-PROF CORPORATION No Restrictions 1 Other Medical Conditions a6
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l -I:';r.;.-:d::lcal Conditions 152
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally 1l 102
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 166
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 517
Nursing Care 176 176 i73 176 158 18 176 82 Total Discharges 2009 525
Skilled Under 22 0 0 0 0 0 0 o Residents on 12/31/2009 158
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 176 176 173 176 158 18 176 8z
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private  Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat.days Occ. Pct.  Pat days Occ. Pet.  Pat. days Pat. days Pat. deys FPat. days Pat. days Occ. Pct.  Oco. Pot.
Nursing Care 24894  38.8% 16739 55.9% 0 989 16317 0 58939 91.7% 91.7%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 24894 38.8% 16739 55.9% 0 989 16317 0 58939 91.7% 91.7%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male  Female Male  Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 1) 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45 to 59 3 0 0 0 0 0 0 0 3 0 3
60 to 64 2 0 0 0 0 0 0 0 2 0 2
65to 74 7 8 0 0 0 0 0 0 7 8 15
75 to 84 25 38 0 0 0 0 0 Q 25 38 63
85+ 9 66 0 0 0 0 0 0 9 66 75
TOTALS 48 112 0 0 0 0 0 0 46 112 158
Source:Long-Term Care Facility Questionnaire for 2009, llinois Department of Public Health, Heaith Systems DEKWEE:HI\/]ENT 19C -

Page 1625 of 2238




e SSLLLEEBEEEBESSSESSESESESESESESGSGSGSGSGSGSGHGHGSGS

ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2003 PROVENA VILLA FRANCISCAN

JOLIET

PROVENA VILLA FRANCISCAN

210 NORTH SPRINGFIELD AVENUE
JOLIET, IL. 60435
Reference Numbers
Health Service Area 009

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Facility ID 6012678
Planning Service Area 197

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 280 350
Nursing Care 77 43 0 1 37 0 158 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFIDD o 0 0 0 0 0 Shelter 0 0
Sheltered Care o 0 0 Q 1)
TOTALS 77 43 0 1 kY4 1] 168
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 2.00
Black 9 0 0 0 9 Physicians 0.00
Hawaitan/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 149 0 0 0 149 Registered Nurses 23.42
Race Unknown 0 0 0 0 0 LPN's 14.40
Qther Health Staff 14,00
ETHNICITY Nursing SkdUndz22 ICFDD Shelter Totals Non-Health Staff 137.38
Hispanic 7 0 0 0 7 Totals 258.00
Non-Hispanic 151 0 ] 0 151
Ethnicity Unknown 0 0 0 0 0
Total 158 0 0 0 158
NET REVENUE BY PAYOR SOURCE {Fiscal Year Data) Charity Chyarity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
51.8% 15.4% 0.0% 0.9% 31.9% 100.0% 0.0%
7,277,014 2,169,644 0 119,626 4 478,378 14,044 662 [\
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Lang-Term Care Facility Questionnaire for 2009, Wiinois Department of Public Health, Health Systers Development
ATTACHMENT 19C 10812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 ST. BENEDICT NURSING & REHAB

e

NILES

ST. BENEDICT NURSING & REHAB

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

6930 WEST TOUHY AVENUE Aggressive/Anti-Social 1 DIAGNOSIS
NILES, IL. 60714 Chronic Alcoholism 1 Neoplasms 3
Reference Numbers  Facility ID 6008874 Developmentally Disabled 1 Endocrine/Metabolic 5
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blocd Disarders 0
Administrator Medicaid Rec¢lpient 0 *Nervous System Non Alzheimer 8
Peter Goschy Medicare Reclpient 0 Alzheimer Disease 0
Mental (finess 1 Mental liness 0
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
E;Tg:?f:‘s Non-Mobile 0 Circulatory System 26
Date Public Aid Reciplent 0 Respiratory System 28
Registered Agent information Comploted Under 65 Years Old 0 Digestive System 10
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 4
7435 West Talcott Ventilator Dependent 1 Skin Disorders 0
Chicago, IL 60631 Infectious Disease w/ |solation 0 Musculo-skeletal Disorders 0
FACILITY OWNERSHIP Other Restricions 0 Injuries and Poisanings 0
NON-PROF CORPORATION Mo Restrictions 0 Cther Mefiical Con.d.itions 12
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 't :g'.‘r'r::’wal Condlens gg
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally il 0
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 96
LEVEL OF CARE BEDS SET-UP  USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 150
Nursing Care 99 89 99 99 96 3 99 89 Total Discharges 2009 150
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 96
Intermediate DD 0 0 0 0 1] 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 99 99 99 99 96 3 99 99
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat days Occ.Pct  Pat days Occ. Pct. Pat. days Pat. days Pat. days Pat days Pat days Occ, Pct.  Qcc, Pot.
Nursing Care 7889  218% 5350 14.8% 0 0 21399 0 34838 959%  95.80%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 7889  21.8% 5350 14.8% 0 0 21399 0 34638 95.9% 95.9%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male  Female Male  Female Male Female TOTAL
Under 18 0 0 0 0 o 0 0 0 0 0 0
1810 44 0 0 0 0 0 0 0 0 0 0 ]
4510 59 0 0 0 0 0 0 0 0 0 0 0
60 to 64 0 0 0 0 0 0 0 0 0 0 0
65t0 74 2 1 0 o 0 0 0 0 2 1 3
7510 84 9 18 0 0 0 o 0 0 9 18 27
85+ 10 56 0 0 0 0 0 0 10 56 66
TOTALS 21 75 0 0 0 0 0 0 21 75 96
Source:Long-Term Care Facility Questionnaire for 2009, ltlincis Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 ST. BENEDICT NURSING & REHAB NILES

ST. BENEDICT NURSING & REHAB

6930 WEST TOUHY AVENUE

NILES, IL. 60714

Reference Numbers  Facility ID 6008874

Health Service Area 007  Planning Service Area 702

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 261 233
Nursing Care 22 16 0 0 58 0 96 Skilled Under 22 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICF/IDD 0 0 0 0 0 0 Shelter 1] 0
Sheltered Care 0 0 0 0 0
TOTALS 22 16 0 0 58 0 96
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 a 0 0 Administrators 1.00
Black 0 0 0 0 0 Physicians 0.00
Hawaiian/Pac. 1sl. 0 0 0 1] 0 Director of Nursing 1.00
White 96 0 0 0 96 Registered Nurses 8.68
Race Unknown 0 0 0 0 0 LPN's 552
Total 96 0 0 0 96 Certified Aides 40,61
Other Health Staff 43.00
ETHNICITY Nursing Sklundz22 ICF/DD Shelter Totals Non-Heaith Staff 11.00
Hispanic 0 0 0 0 0 Totale 110.81
Non-Hispanic 96 0 0 1] 96
Ethnicity Unknown 0 0 1] 0 0
Total 96 0 0 0 96
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private insurance Private Pay TOTALS Expense*  Total Net Revenue
39.8% 1.4% 0.0% 0.0% 52.7% 100.0% 0.0%
3,792,372 707,936 0 o 5,021,073 9,521,381 0

*Charity Expense does not include expenses which may be considered a community benefit.

Source:Long-Term Care Facility Quastionnaire for 2009, lllinols Department of Public Health, Health Systems Develo%_‘ment
ATTACHMENT 19C 10182010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION LIFE CENTER

CHICAGO

RESURRECTION LIFE CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

7370 WEST TALCOTT Aggressive/Anti-Secial 0 DIAGNOSIS
CHICAGO, IL. 60631 Chronic Alcohotism ()} Neoplasms 4
Reference Numbers  Fadility ID 6014575 Developmentally Disabled 1 Endocrine/Metabolic 10
Health Service Area 006  Planning Service Area 601 Drug Addiction 1 Blood Disorders 0
Administrator Medicald Recipient 0 *Nervous System Non Aizhelmer 14
Nancy Razo Medicare Recipient 0 Alzheimer Disease 9
Mental liiness 1 Menta! lliness 16
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
BB;E_;%Z?:\: 1S Non-Mobile v} Circulatory System 22
Date Public Ald Recipient 0 Respiratory System 10
Registered Agent information Completed Under 65 Years Old 0 Digestive System 4
Sandra Bruce 5/62010 Unable to Self-Medicate 0 Genitourinary System Disorders 3
7435 West Talcoft Ventilator Dependent 1 Skin Disorders 4
Chicage, IL 60631 Infectious Disease wf Isolation 0 Musculo-skeletal Disorders 23
FACILITY OWNERSHIP Other Restrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 42
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'I' ?gr_::::-e:lcal Conditions 16(’:
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally Ui 16
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
' LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2008 161
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS3 CERTIFIED CERTIFIED Total Admissions 2009 264
Nursing Care 147 147 146 147 146 1 112 112 Total Discharges 2009 254
Skilled Under 22 I} a Q ] j 0 v} Residents on 12/31/2009 1861
Intermediate DD 0 a 0 0 0 0 0
Sheltered Care 15 15 15 15 15 0 Identified Offenders 0
TOTAL BEDS 162 162 161 162 161 1 112 112
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ.Pct. Pat days Occ. Pct, Pat. days Pat. days Pat. days Pat. days Pat. days Occ. Pct.  OQcc. Pct.
Nursing Care 8445  20.7% 24529 60.0% 0 0 19603 0 52577 98.0%  98.0%
Skilled Under 22 0 00% 0 0 0 ¢ 0 0.0% 0.0%
intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 5475 0 5475 100.0% 100.0%
TOTALS 8445 20.7% 24529 60.0% 0 0 25078 0 58052 98.2% 98.2%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male Female Male Female Male Female Male  Female TOTAL
Under 18 ] 0 0 0 0 0 0 ] 0 ¢ ]
18 to 44 v} 0 0 0 0 0 0 ¢ 0 0
45 1o 59 o 0 0 0 0 o 0 ¢ 0 0 0
60 to 64 0 0 0 0 0 0 0 ¢ 0 a 0
6510 74 1 ] 0 0 0 0 2 0 3 0 3
7510 84 4 31 0 0 0 0 1 3 5 34 39
85+ 16 94 ¢ 0 v} 0 0 9 16 103 119
TOTALS 21 125 0 0 0 ] 3 12 24 137 161
Source:Long-Term Care Facility Questionnaire for 2009, lllingis Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2008 RESURRECTION LIFE CENTER

CHICAGO

RESURRECTION LIFE CENTER
7370 WEST TALCOTT
CHICAGO, IL. 60631
Reference Numbers
Health Service Area 006

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

Fadility ID 6014575
Planning Service Area 601

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 261 0
Nursing Care 20 79 0 0 47 0 146 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 intermediate DD 0 0
ICF/DD 0 0 0 0 0 0 Shelter 166 0
Sheltered Care 0 0 15 0 15
TOTALS 20 79 0 0 62 0 161
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SklUnd2z  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 2 0 0 0 2 Physicians 0.00
Hawaiian/Pac. lsl. 0 0 0 ] 0 Director of Nursing 1.00
White 144 0 0 15 159 Registered Nurses 21.02
Race Unknown 0 0 0 0 0 LPN's 7.00
Total 146 0 0 15 161 Cerfified Aides 51.71
Other Health Staff 11.77
ETHNICITY Nursing SkiUndz2 [CFDD Shelter Totals Non-Health Staff 30.40
Hispanic 1 0 0 0 1 Totals 123.90
Non-Hispanic 145 0 0 15 160
Ethnicity Unknown 0 0 0 0 0
Total 146 0 0 15 161
NET REVENUE BY PAYOR SOURCE (Fiscat Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
28.0% 22.2% 0.0% 0.0% 48.8% 100.0% 0.0%
3,599,478 2,752,857 0 0 6,046 287 12,388,622 0
*Charity Expense does notinclude expenses which may be considered & community benefit.
FACILITY NOTES
Bed Change 711572009 Added 10 nursing care beds and discontinued 10 sheltered care beds. Facility now has 147
nursing care and 15 sheltered care beds.
Source:Long-Term Care Facility Questionnaire for 2008, lilinois Department of Public Health, Health Systemns Develrprr‘nent
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION NSG & REHAB CTR

I R

PARK RIDGE

RESURRECTION NSG & REHAB CTR

1001 NORTH GREENWOOQD AVENUE

PARK RIDGE, IL. 60068

Facility ID 6007892
Planning Service Area 702

Reference Numbers
Health Service Area 007

Administrator
James Farlee

Contact Person and Telephone
BRENDA DAVIS
847-813-3712

Date
Registered Agent Information Completed
Sandra Bruce 5/6/2010
7435 West Talcolt
Chicago, L 60631
FACILITY OWNERSHIP
NON-PROF CORPORATION
CONTINUING CARE COMMUNITY No
LIFE CARE FACILITY No

ADMISSION RESTRICTIONS

Aggressive/Anti-Social
Chronic Alcoholism
Developmentally Disabled
Drug Addiction

Medicaid Recipient
Medicare Reciplent
Mental liiness
Non-Ambulatory
Non-Mabile

Public Aid Recipient
Under 65 Years Old
Unable to Self-Medicate
Ventilator Dependent
Infectious Disease w/ Isalation
Other Restrictions

No Resfrictions

Note: Reported restictions denoted by 'l’

RESIDENTS BY PRIMARY DIAGNOSIS

1 DIAGNOSIS
1 Neoplasms k3|
1 Endocrine/Metabolic o
1 Blood Disorders 0
0 *Nervous System Non Alzheimer 58
0 Alzheimer Disease 26
1 Mental lliness 0
0 Developmental Disability 0
0 Circulatory System 69
o] Respiratory System 41
0 Digestive System 0
0 Genitourinary System Disorders 12
1 Skin Disorders 0
0 Musculo-skeletal Disorders 25
0 Injuries and Poisonings 0
0 Other Medical Conditions 0
Non-Medical Conditions 0
TOTALS 262
Total Residents Diagnosed as Mentally Il 0

LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS

ADMISSIONS AND
DISCHARGES - 2009

PEAK PEAK
LICENSED BEDS  BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID  pucidents on 1/4/2009 243
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 603
Nursing Care 208 285 262 262 262 36 298 298 Total Discharges 2009 584
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 262
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 1
TOTAL BEDS 298 285 262 262 262 36 298 298
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat.days Occ.Pct. Pat.days Occ.Pct. Pal days Pat. days Pat. days Pat.days Pat, days Occ. Pct.  Oce, Pet.
Nursing Care 20742 19.1% 41546 38.2% 0 2026 21347 1068 86729 79.7% 83.4%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheftered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 20742 19.1% 41546 38.2% 0 2026 21347 1068 86729 79.7% 83.4%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 0 0 0 0 0 0 0 0 0 0 0
45to 59 5 3 0 0 0 0 0 0 5 3 8
60 to 64 5 9 0 0 0 0 0 0 5 9 14
65 to 74 16 21 0 0 0 0 0 0 16 21 37
7510 84 20 49 0 0 0 0 0 0 20 49 69
85+ 22 112 0 0 0 0 0 0 22 112 134
TOTALS 68 194 0 0 0 0 0 0 68 194 262
Source-Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Development
ATTACHMENT 19C (o010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 RESURRECTION NSG & REHAB CTR PARK RIDGE

RESURRECTION NSG & REHAB CTR

1001 NORTH GREENWOOD AVENUE

PARK RIDGE, IL. 50068

Reference Numbers  Facility ID 6007892

Health Service Area 007  Planning Service Area 702

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE AVERAGE DAILY PAYMENT RATES
LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicald Public Insurance Pay Care TOTALS Nursing Care 261 220
Nursing Care 52 136 0 ) 62 4 262 Skilled Under 22 0 0
Skilled Under 22 0 0 0 i} 0 0 0 Intermediate DD 0 0
ICF/DD 0 0 ] 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0 0
TOTALS 52 136 0 8 62 4 262
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SKdund22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 4 0 0 0 4 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 4 0 0 0 4 Physiclans 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 254 0 0 0 254 Registered Nurses 59.50
Race Unknown 0 0 0 0 0 LPN's 3.00
Cther Health Staff 10.00
ETHNICITY Nursing SkiUnd22 |CF/DD Shelter Totals Non-Health Staff 895.00
Hispanic 2 0 0 0 2 Totals 255.50
Non-Hispanic 260 0 0 0 260
Ethnicity Unknown 0 0 0 0 0
Total 262 0 0 0 262
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charlty Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense*  Total Net Revenue
48.2% 25.9% 0.0% 0.0% 25.9% 100.0% 0.1%
9,977,713 5,363,092 0 0 5,373,527 20,714,332 26,938
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, llinols Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 MARYHAVEN NSG. & REHAB. CTR.

GLENVIEW

MARYHAVEN NSG. & REHAB. CTR.

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

1700 EAST LAKE AVENUE AggressivefAnti-Social 0 DIAGNOSIS
GLENVIEW, IL. 60025 Chronic Alcoholism 0 Neoplasms 3
Reference Numbers Facility ID 6005854 Developmentally Disabled 1 Endocrine/Metabolic 4
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders q
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 5
Sara Szumski Medicare Recipient 0 Alzheimer Disease ag
Mental liiness 0 Mental lliness 0
Contact Person and Telephone Nen-Ambulatory 0 Bevelopmental Disability 1
EEE_;J1[;A3?f;|S Non-Mobile 0 Circutatory System 22
) Date Public Aid Recipient 0 Respiratory System 3
Registered Agent Information Completed Under 65 Years QOld 0 Digestive System 1
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 1
7435 West Talcott Ventilator Dependent 1 Skin Disorders 0
Chicago, IL 60631 Infactious Disease w/ Isolation 0 Musculo-skeletal Disorders 33
FACILITY OWNERSHIP Other Resfrictions 0 Injuries an(_:l POESOI'II[:I.QB 0
NON-PROF CORPORATION Ne Resfrictions 0 Cther Medical Conditions 4
-Medical Conditi
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l' :(o)r':'ALeS cal Londibons : 12
LIFE CARE FACIL| N
LTy ° Total Residents Diagnosed as Mentally il 6
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS Dﬁggﬁiggg A?ﬂ';g
PEAK  PEAK i
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 110
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFED Total Admissions 2009 157
Nursing Care 135 135 122 135 113 20 135 135 Total Discharges 2009 152
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 115
Intermediate DD 0 0 0 0 0 0 0
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 135 135 122 135 115 20 135 135
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat. days Occ. Pct. Pat days Oecc. Pct. Pat. days Pat. days Pat. days Pat. days Pat. days Oce. Pet.  Oce. Pot.
Nursing Care 5974 121% 21182 43.0% 0 0 15550 0 42706 86.7% 86.7%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
intermediate DD 0 0.0% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 5974 12.1% 21182 43.0% 0 0 15550 0 42706 86.7% 86.7%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 200%
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male Female Male  Female Male Female Male Female Male  Female TOTAL
Under 18 0 0 0 o 0 0 0 0 0 0 0
18 to 44 0 0 0 4] 0 0 1] 0 0 0 0
45 to 59 0 2 0 0 0 0 0 o 0 2 2
60 to 64 1 3 0 0 0 0 0 0 1 3 4
6510 74 3 3 0 0 0 0 0 0 3 3 6
75 to 84 8 20 [4] 0 0 0 0 0 8 20 28
85+ 15 60 0 0 0 0 (4] 0 18 60 fj:)
TOTALS 27 88 0 0 0 0 0 0 27 88 115
Source;Long-Term Care Facility Questionnaire for 2009, lilincis Department of Public Health, Health Systems Develo%rnent
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 200¢ MARYHAVEN NSG. & REHAB. CTR.

GLENVIEW

MARYHAVEN NSG. & REHAB. CTR.
1700 EAST LAKE AVENUE
GLENVIEW, IL. 60025
Reference Numbers
Health Service Area 007

Fadlity (D 6005854
Planning Service Area 702

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 2724 204
Nursing Care 9 45 1 60 0 115 Skilled Under 22 0 1}
Skilled Under 22 0 0 0 0 0 0 Intermediate DD 0 0
ICFIDD 0 0 0 0 0 Shelter 0 0
Sheltered Care 0 0 0 0
TOTALS 9 45 1 60 0 115
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skiund22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 0 0 CATEGORY EQUIVALENT
Amer. Indian 0 0 0 0 0 Administrators 1.00
Black 1 0 1] 0 1 Physiclans 0.00
Hawaiian/Pac. Isl. 0 0 0 0 0 Director of Nursing 1.00
White 114 0 0 0 114 Registered Nurses 17.21
Race Unknown 0 0 0 0 0 LPN's 5.11
Other Health Staff a7
ETHNICITY Nursing SkiUnd22  ICF/DD Shelter Totals Non-Health Staff 39.86
Hispanic 0 0 0 0 0 Tolals 106,25
Non-Hispanic 115 0 0 0 115
Ethnicity Unknown 0 0 0 0 0
Total 115 0 1] Q 115
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurance Private Pay TOTALS Expense* Total Net Revenue
33.8% 29.7% 0.0% 0.0% 36.5% 100.0% 0.0%
3,019,283 2,645,099 0 0 3,256,278 8,920,660
*Charity Expense does not Include expenses which may be considered a community benefit.
Source:Long-Term Cere Facility Questionnaire for 2009, Illinois Department of Public Heatth, Health Systems Development
ATTACHMENT 19C 10/812010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009

HOLY FAMILY NURSING & REHABIUTA CENTER

DES PLAINES

HOLY FAMILY NURSING & REHABILITA CENTER

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

2380 DEMPSTER STREET Aggressive/Ant-Social 1 DIAGNOSIS
DES PLAINES, IL. 60016 Chronic Alcoholism ] Neoplasms 0
Reference Numbers  Facility ID 6004543 Developmentally Disabled ol Endocrine/Metabolic 11
Health Service Area 007  Planning Service Area 702 Drug Addiction 1 Blood Disorders 4
Administrator Medicaid Reciplent 0 *Nervous System Non Alzheimer 17
Tony Madi Medicare Recipient 0 Alzheimer Disease a
Mental lliness 1 Mental lliness 10
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 0
EBfTE;E:):S??zV ® Non-Mobile 0 Circulatory System 26
Date Public Aid Recipient 0 Respiratory System 24
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 1
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 5
7435 West Talcott Avenue Ventilator Dependent 1) Skin Disorders 8
Chicago, IL 60631 Infectious Disease w/ Isolation 0 Musculo-skeletal Disorders 14
FACILITY OWNERSHIP Other Resfrictions 0 Injuries and Poisonings 13
NON-PROF CORPORATION No Restrictions 0 Other Medical Conditions 24
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by 'l’ :;::Tsdlcal Conditions 163
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally HI 10
LICENSED BEDS, BEDS [N USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 153
LEVEL OF CARE BEDS SET-UP USED SET-UFP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 580
Nursing Care 251 231 170 231 160 91 149 247 Total Discharges 2009 573
Skilled Under 22 ] 0 0 0 0 0 1) Resldents on 12/31/2009 160
Intermediate DD 0 0 Q0 0 0 0 1]
Sheltered Care 0 0 0 0 0 0 Identified Offenders 0
TOTAL BEDS 251 231 170 231 160 ]| 149 247
FACIUTY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT FAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public Insurance Pay Care TOTAL Beds Set Up
LEVEL OF CARE Pat days Occ.Pct  Pat. days Occ. Pct.  Pat. days Pat. days Pat. days Pat. days Pat. days Occ. Pct.  Occ. Pat.
Nursing Care 8617 15.8% 34052 37.8% 0 0 10734 1382 54785 50.8%  65.0%
Skilled Under 22 0 00% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 8617  15.8% 34052 37.8% 0 0 10734 1382 54785 59.8%  65.0%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male  Female Male Female Male  Female Male  Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 10 44 2 2 0 0 0 0 0 0 2 2 4
45 to 59 9 8 0 0 0 0 1) 0 9 8 17
60 to 64 5 7 0 0 0 1) 1) 0 5 7 12
B5t0 74 9 13 0 0 0 0 0 0 9 13 22
75 to 84 5 3 0 0 0 1] 0 0 5 34 36
85+ 7 62 0 0 Q 0 0 0 7 62 69
TOTALS 37 123 0 0 0 0 0 0 37 123 160
Source:Long-Term Care Facility Questionnaire for 2009, Illinois Department of Public Health, Health Systems Development
ATTACHMENT 19C 10/8/2010
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 HOLY FAMILY NURSING & REHABILITA CENTER

DES PLAINES

HOLY FAMILY NURSING & REHABILITA CENTER
2380 DEMPSTER STREET

DES PLAINES, IL. 60016

Reference Numbers  Facility ID 6004543

Health Service Area 007  Planning Service Area 702

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

Page 594 of 2238

LEVEL Other Private  Charity LEVEL OF CARE SINGLE DOUBLE
OF CARE Medicare Medicaid Public Insurance Pay Care TOTALS Nursing Care 261 220
Nursing Care 27 g9 0 [ 22 6 160 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFDD 0 0 0 0 v} 0 Shelter 0 0
Shelterad Care 0 0 0 o 0
TOTALS 27 a9 0 6 22 6 160
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing SkiUnd22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 5 0 0 0 5 CATEGORY EQUIVALENT
Amer. Indian 0 1] 0 0 0 Administrators 1.00
Black 5 0 0 0 5 Physicians 0.00
Hawaiian/Pac, Isl. o 0 0 0 0 Director of Nursing 1.00
White 150 0 0 0 150 Registered Nurses 28.40
Race Unknown 0 0 0 0 0 LPN's 320
Other Health Staff 14.60
ETHNICITY Nursing SklUnd22  ICF/DD Shelter Totals Non-Health Staff 48.50
Hispanic 1 0 0 0 11 Totals 147.72
Non-Hispanic 149 0 0 0 149
Ethnicity Unknown 0 0 0 0 0
Total 160 0 0 0 160
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private insurance Private Pay TOTALS Expense*  Total Net Revenue
34.7% 41.4% 0.0% 0.0% 23.9% 100.0% 1.7%
3,796,733 4,533,430 0 0 2,623,018 10,853,181 181,416
*Charity Expense does not include expenses which may be considered a community benefit.
Source:Long-Term Care Facility Questionnaire for 2009, lllinois Department of Public Health, Health Systems Develo%ment
ATTACHMENT 19C 101872010




ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 VILLA SCALABRINI NSG & REHAB

NORTHLAKE

VILLA SCALABRINI NSG & REHAB

ADMISSION RESTRICTIONS

RESIDENTS BY PRIMARY DIAGNOSIS

480 NORTH WOLF ROAD Aggressive/Anti-Social 0 DIAGNOSIS
NORTHLAKE, IL. 60164 Chronic Alcoholism 1 Neoplasms 6
Reference Numbers  Fadlity (D 6009591 Developmentally Disabled { Endocrine/Metabollc 26
Health Service Area 007  Planning Service Area 704 Drug Addiction 1 Blood Disorders 10
Administrator Medicaid Recipient 0 *Nervous System Non Alzheimer 28
Jim Kouzious Medicare Recipient 0 Alzheimer Disease 28
Mental Hiness 1 Menta! lliness (]
Contact Person and Telephone Non-Ambulatory 0 Developmental Disability 3
88;!%:3?3?:\;5 Non-Mobile 0 Clrculatory System 43
Date Public Aid Recipient 0 Resplratory System 18
Registered Agent Information Completed Under 65 Years Old 0 Digestive System 5
Sandra Bruce 5/6/2010 Unable to Self-Medicate 0 Genitourinary System Disorders 7
7435 West Tafcott Ventilator Dependent 0 Skin Disorders 2
Chicago, IL 60631 Infectious Disease w/ |solation 0 Musculo-skeletal Disorders 48
FACILITY OWNERSHIP Other Resfrictions 0 Injuries and Poisonings 0
NON-PROF CORPORATION No Resftrictions 0 Cther Medical Conditions ]
CONTINUING CARE COMMUNITY No Note: Reported restictions denoted by '’ x::\wl::ncm Conditions 223
LIFE CARE FACILITY No Total Residents Diagnosed as Mentally i 14
LICENSED BEDS, BEDS IN USE, MEDICARE/MEDICAID CERTIFIED BEDS ADMISSIONS AND
PEAK PEAK DISCHARGES - 2009
LICENSED BEDS BEDS BEDS BEDS AVAILABLE MEDICARE MEDICAID Residents on 1/1/2009 230
LEVEL OF CARE BEDS SET-UP USED SET-UP INUSE BEDS CERTIFIED CERTIFIED Total Admissions 2009 414
Nursing Care 246 253 230 253 224 22 171 202 Total Discharges 2009 420
Skilled Under 22 0 0 0 0 0 0 0 Residents on 12/31/2009 224
Intermediate DD 0 0 0 0 0 a 0
Sheltered Care 7 0 0 0 0 7 Identified Offenders 0
TOTAL BEDS 253 253 230 253 224 29 171 202
FACILITY UTILIZATION - 2009
BY LEVEL OF CARE PROVIDED AND PATIENT PAYMENT SOURCE
Private Private Charity Licensed Peak Beds
Medicare Medicaid Other Public  Insurance Pay Care TCTAL Beds Set Up
LEVEL OF CARE Pat.days Occ. Pct. Pat days Oce. Pct. Pat. days Pat. days Pat. days Pat. days Pat. days Oce. Pet.  Occ. Pet.
Nursing Care 17447  28.0% 45709 62.0% 0 1267 18792 433 83648 93.2% 90.6%
Skilled Under 22 0 0.0% 0 0 0 0 0 0.0% 0.0%
Intermediate DD 0 00% 0 0 0 0 0 0.0% 0.0%
Sheltered Care 0 0 0 0 0 0.0% 0.0%
TOTALS 17447  28.0% 45709 62.0% o 1267 18792 433 83648 90.6% 90.6%
RESIDENTS BY AGE GROUP, SEX AND LEVEL OF CARE - DECEMBER 31, 2009
NURSING CARE SKL UNDER 22 INTERMED. DD SHELTERED TOTAL GRAND
AGE GROUPS Male  Female Male  Female Male Female Male Female Male Female TOTAL
Under 18 0 0 0 0 0 0 0 0 0 0 0
18 to 44 1 1 0 0 0 0 0 0 1 1 2
45 to 59 4 2 0 ] 0 0 ] 0 4 2 6
60 to 64 2 0 0 0 0 0 0 0 2 0 2
65t0 74 5 13 0 0 0 v} ] 0 5 13 18
7510 84 14 50 0 0 0 0 ] 0 14 50 64
85+ 25 107 0 0 0 0 0 0 25 107 132
TOTALS 51 173 0 0 ] 0 ] 0 51 173 224
Source;Long-Term Care Facility Questionnaire for 2009, lllincis Department of Public Health, Health Systems DE‘KITEFKEHMENT 19C —
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ILLINOIS LONG-TERM CARE PROFILE-CALENDAR YEAR 2009 VILLA SCALABRIN! NSG & REHAB

NORTHLAKE

VILLA SCALABRINI NSG & REHAB

480 NORTH WOLF ROAD

NORTHLAKE, IL. 60164

Reference Numbers  Fadility ID 6009591

Heaith Service Area 007  Planning Service Area 704

RESIDENTS BY PAYMENT SOURCE AND LEVEL OF CARE

AVERAGE DAILY PAYMENT RATES

LEVEL Other Private  Charity LEVEL OF CARE | SINGLE DQUBLE
OF CARE Medicare Medicald Public Insurance Pay Care TOTALS Nursing Care 252 212
Nursing Care 44 126 0 6 47 1 224 Skilled Under 22 0 0
Skilled Under 22 0 0 0 0 0 0 0 Intermediate DD 0 0
ICFDD 0 0 0 0 0 0 Shelter 0 ]
Sheltered Care ¢ 0 0 0 0
TOTALS 44 126 0 6 47 1 224
RESIDENTS BY RACIAL/ETHNICITY GROUPING STAFFING
RACE Nursing Skund22  ICF/DD Shelter Totals EMPLOYMENT FULL-TIME
Asian 0 0 0 o 0 CATEGORY EQUIVALENT
Amer. Indian 0 1] 0 0 0 Administrators 1.00
Black 18 0 0 0 18 Physicians 0.00
Hawaiian/Pac. s, 0 0 0 0 0 Director of Nursing 1.00
White 197 0 0 o 197 Registered Nurses 34.61
Race Unknown 9 0 0 0 9 LPN's 7.05
Total 224 0 1] 0 224 Certified Aides 75.20
Cther Health Staff 13.30
ETHNICITY Nursing SkiUpd22 ICFIDD Shelter Totals Nonh-Health Staff 64 .89
Hispanic 16 0 0 0 16 Totals 197.05
Non-Hispanic 208 0 Q 0 208
Ethnicity Unknown 0 0 0 0 0
Total 224 0 0 0 224
NET REVENUE BY PAYOR SOURCE (Fiscal Year Data) Charity Charity Care
Care Expense as % of
Medicare Medicaid Other Public  Private Insurange Private Pay TOTALS Expense* Total Net Revenue
41.3% 31.6% 0.0% 0.0% 27.2% 100.0% 0.5%
7,596,699 5,807,508 0 0 4 996,309 18,400,516 89,396
*Charity Expense does not Include expenses which may be considered a community benefit,
Source:Long-Term Care Facllity Questionnaire for 2009, lllinois Department of Public Health, Health Systems DeveﬁW%CIMNT 19C
10/8/2010
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PEDIATRIC TRANSFER AGREEMENT
BETWEEN
ADVOCATE HEALTH AND HOSPITALS CORPORATION
D/B/A ADVOCATE LUTHERAN GENERAL HOSPITAL
AND
ST. FRANCIS HOSPITAL

THIS AGREEMENT is entered into this! st day of Januery, 2009, between ADVOCATE
HEALTH AND HOSPITALS CORPORATION d/b/a ADVOCATE LUTHERAN GENERAL
HOSPITAL, an Ilinois not-for-profit corporation, hereinafter referred to as "LGH", and ST.
_FRANCIS HOSPITAL, hercinafter referred to as "HOSPITAL”

WHEREAS, LGH is licensed under Illinois Jaw as an acute care Hbspital;

WHEREAS, HOSPITAL is licensed under [llinois law as an acute care Hospital;

WHEREAS, the LGH and HOSPITAL desire to cooperate in the transfer of patients
between LGH and HOSPITAL, when and if such transfer may, from time to time be deemed
necessary and requested by the respective patient's physician, to facilitate appropriate patient
care; |

WHEREAS, the parties mutually desu'e 10 enter into an affiliation agrecment to provide for
the medically appropriate transfer or referral of patients LGH to HOSPITAL, for the benefit of
the community and in compliance with HHS regulations; end -

WHBREAS, the parties desire to provide & full statement of their agreement in connection '
with the services to be prow'ded hcreundcr.. |

NOW, THEREFORE, BE IT RESOLVED, that in consideration of the mutual covenants,

oblipations and agreetnents set forth herein, the parties agree as follows:

] 1. . TERM
1.1  This Agreement shall be effective from the date it is entered into, and shall remain
in full force and effect for an initial term of orie (1} year. 'fhereafter, this Apreement shall be

automatically extended for successive one (1) year periodé unless terminated as hereinafter

29200_1 4/11/2005 2:17:28 M
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.set forth, All the terms and provisions of this Agrecment shall continue in foll force and

effect during the extension period(s).

II. TERMINATION
2.1  Either party may terminate this Agreement, with or without cause, upon sixty (60)
days prior written notice to the other party. Additionally, this Agreement-shall antomatically

terminate should either perty fail to maintain the licensure or certification necessary to carry out

the provisions of this Agreement.

III. OBLIGATIONS OF THE PARTIES

3.1  HOSPITAL agrees:
a, That HOSPITAL shall refer and transfer patients to LGH for medical

treatment only when such transfer and referral has been determined to be medically appropriate
by the patient's attending physician or, in the case of an emergency, the Medical Director for
HOSPITAL, hereinafter referred to as the "Transferring Physician”; |

b. -'I'hﬁt the Transferring Physician shall contect LGH's Emergency
Department Nursing Coordinator, prior to transport, 1o verify the transport and acceptance of the
emergency patient by LGH, The decision to accept the transferof the emergency patient shall be
made by LGH's Emergency Department physician, hereinafier referred to as the "Emefgency
Physician", based on consultation with the member of LGH's Medical Staff who will serve as the
accepting attending physician, hcreinﬁftgr referred to as the "Accepting Physician". In the case
of the non-cmergency patient, the Medical Staff attending physician will act as the Accepting
Physician and must indicate acceptance of the patient. HOSPITAL agrees that LGH shall have
the sole discretion to accept the transfer of patients pursuant to this Agreement subject to the
availability of equipment and personnel at LGH. The Transferring Physician shall report ali
patient medical information which is necessary and pertinent for n'anSpoﬁ and acceptance of the

patient by LGH to the Emergency Physician and Acéapthg Physician;
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c. That HOSPITAL shall be responsible for effecting the transfer of all
patients referred to LGH under the terms of this Agreement, inﬁluding arranging for appropriate
transportation, financial responsibility for the transfer in the event the patient fails or is unable to
pay, and care for the patient during the transfer. The Transferring Pﬁysician shall determine the
appropriate level of patient care during transport in consultation with the Emergency Physician
and the Accepting Physician;

d. That jnre-transfcr treatment guidelines, if any, will be augmented by orders
obtained from the Emergencjr Physician and/or Accepting Physician;

e. That. prior to patient transfer, the Transferring Physician is responsible for
insuring that written, informed consent to transfer is obtained from the patient, the parent or legal
guardian of & minor patient, or from the legal guardian or next-of-kin of a patient who is'
determined by the Transferring Physician to be unable to give informed consent to transfer;

| f. To inform its patient of their responsibility to pay for all inpatient and
outpatient services provided Ey LGH; and

g To maintain and provide proof to LGH of professional and public liability
insurence coverage in the amount of One Million Dollars ($1,000,000.00) per occurrence or
¢laim made with mspcct':to the actions of its employees and agents ‘c:onn.euted with or arising out
of services brovidcd under this Agreement. |

3.2  LGH agrees:
a.  Toaccept and edmitin a timely manner, subject to bed availability,

HOSPITAL patients referred for medical treatment, as more fully described in Section 3.1,

Subparagraphs a through g; ’
b. To aceept patients from Hospital in need of inpatient hospital care, when

such transfer and referral has been determined to be medically appropriate by the patient's

attending physician and/or emergency physician at Hospital;
¢. . That LGH will seek to facilitate referral of transfer patients to specific

Accepting Physicians when this is requested by Transferring Physicians and/or transfer patients;
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d. That LGH shall provide HOSPITAL patients with medically appropriate
and available treatment provided that Accepting Physician and/or Emergency Physician writes

appropriate orders for such services; and .
e. To maintain and provide proof to HOSPITAL of professional and public

liability insurance coveragc in the amount of One Million Dollars ($1,000,000.00) per

" occurrence or claim made with respect to the actions of its employees and agents connected with

or arising oul of services provided under this Agreement.

IV. GENERAL COVENANTS AND CONDITIONS

4,1  Release of Medieal Information. In all cases of patients transferred for the purpose

of receiving medical treatment under the terms of this Agreement, HOSPITAL shall insure that
copies of the patient's medical records, including X-rays and reports of ail diagnbsﬁc tests,
accompany the patient to LGH, subject to the provisions of applicable State and Federal laws
goveming the confidentiality of such information. Information to be exchanged shall include
any completed transfer and referral forms mutually agreed upon for the purpose of providing ti:e
medical and administrative information necessary to determine the appropriaténess of treatment
or piaéemcnt, and to enable continuing care to be provided to the patient. Thelmedical records in
the care and custody of LGH and HOSPITAL shall remain the property of each respective
institution,

4.2  Personal Effects, HOSPITAL shall be responsible for the security, accountability
and appropriate disposition of the personal effects of patients prior to and duﬁng fransfer to
LGH. LGH shall be responsible for the security, accountability and appropriate disposition of

the personal effects of transferred patients upon arrivel of the patient at LGH.

43  Indemnification. The parties agree to indemnify and hold each other harmless from
any ligbility, claim, demand, judgment and costs (including reasonable attorney's fees) arising

out of or in connection with the intentional or negligent acts of their respective employees and/for

_agents.
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44  Independent Contractor. Nothing contained in this Agreement shall constitute or

be construed to create a partnership, joint venture, employment, or agency relationship between
the parties and/or their respective successors and assigns, it being mutually understood and
agreed that the parties shall provide the services and fulfill the obligations hereunder as
independcﬁt contractors, Further, it is mutually understood and agreed that nothing in this
.Apreement shall in any way a:l‘fect the independent operation of either LGH or HOSPITAL. The
governing body of LGH and HOSPITAL shall have exclusive control of the management, assets,
and affairs at their respective institutions. No party by virtue of this Agreement shall>assume any
liability for any debts or obligations of a financial or legal nature incurred by the other, and
neither institution shall look to the other to pay for service rendered to a patient transferred by
virtue of this Agreement.

45  Publicity and Advertising. Neither the name of LGH nor HOSPITAL shall be used
for any form of publicity ot adﬁerﬁsir_xg by the other without the express written consent of the
other. ‘

4.6  Cooperative Efforts. The parties agree to devote their best éfforts to promoting
cooperation and effective communication between the parties in the performance of services
hereunder, to foster the prompt and effective cv_aluaﬁon,.treatment and continving care of
recipients of these services. ' ‘

47  Nondiscrimination. The parties agree to comply with Title V1 of the Civil Rights
Act of 1964, all requirements imposed by regulations issned pursuant to that title, section.504 of
the Rehabilitation Act of 1973, and all related regulations, to insure that neither party shall
discriminate against any recipient of services hcreundef on the basis of race, color, sex, creed,

" pational origin, age or handicap, under any progtam or activity receiving Federal financial
assistance.
48  Affiliation. Each party shall retain the right to affiliate or contract under similar

agreements with other institutions while this Agreement is in effect.
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4.9  Applicable Laws, The parties agree to fully comply'with applicable federal, and
state laws and regulations affecting the provision of services under-the terms of this Agreement.
4,10 Governing Law. All qucsﬁoﬁs concerning the validity or construction of this

Agreement shall be determined in accordance with the laws of Hlinois.

4.11  Writing Constitutes Full Apreement. This Agreement embodies the complete and
full understanding of LGH and HOSPITAL with respect to the services to be provided.
hereunder, There are no promises, terms, conditi.ons, or obligations other than those contained

" herein; and this Agreemenf shail supersede all previous communicetions, representations, or
agreemcnts, either verbal or wnlten, between the parties hereto. Neither this Agreement nOr any
rights hereunder may be ass:gned by either party without the written consent of the other party.

4.12 Written Modification. There shall be no modification of this Agreement, except in

writing and exercised with the same formalities of this Agreement.

4,13  Sevcrability. Itis understood and agreed by the parties hereto that if any part, term,
or provision of this Agreement is held to be illegal by the courts or in conflict with any law of the
state where made, the validity of the reniaining portions or provisions shall be construed and
enforced as if the Agreement did not contain the partiéu]ar part, term, or provision held to be
invalid. _ |

4.14 HcLicgg;. All notices required to be served by provisions of this Agreement may be
served on any of the parties hereto personally or may be served by sending a letter duly
addressed by registered or certified mail. Notices to be served on LGH shall be served at or
mailed to: 1775 Dempster Strcet, Park Ridge, llinois, 60068, Attention: Presi_dent, with a copy
to General Counsel, 2025 Windsor Drive, Oak Brook, Illinois 60523 unless otherwise instructed.

Notices to be served on HOSPITAL shall be served at or mailed to:

, Attention: " with copies

to: , unless otherwise instructed.
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the date first above wriiten.

ADVOCATE BEALTH AND HOSPITALS
CORPORATION D/B/A ADVOCATE
LUTHERAN GENERAL HOSPITAL

IN WITNESS WHEREOQF, this Agreement has been executed by LGH and HOSPITAL on
An Illinois Not-for-Profit Corporaﬁon

Y
.

ol 1 7%

esidént

i ,

4T, FRAINCIS HOSPIT2

BY: /T -
A
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PEDIATRIC TRANSFER AGREEMENT
FOR TRAUMA PATIENTS

_THIS AGREEMENT is entered into as of this Ist day of January, 2009, between
ADVOCATE HEALTH AND HOSP]TALS CORPORATION dib\a ADVOCATE LUTHERAN
GENERAL HOSPITAL heveinafter referred to as “LGH", and $T. FRANCIS HOSPITAL,
hereinafter referred to as "Hospital".

WHEREAS, LGH is licensed under Illinois Jaw as an acute care Hospital and has been
designated a Level I Regional Trauma Center by the State o.f 1linois;

WHEREAS, l-lpspital is licensed under Illinois law as an acute care Hospital and has
been designated a Level I Trauma Center by the State of Tllinois;

WHEREAS, the parties mutuaily desire 10 Cntér into an affiliation agreement for the
medically appropriate transfer or referal of patients from Hospital to LGH for‘the provision of
Level I trauma services and other medically appropriate inpatient ci;re, for the purpose of
providing coordinated trauma services within the Trauma Center Region in compliance with
State of Hllinois regulations; and

WHEREAS, the parties desire to provide a full statement of their agreement in
c_onnection with the services to be provided h;areundcr. |

NOW, THEREFORE, BE IT RESOLVED that in consideration of the mutual covenants,
obligatioﬁs and agreements set forth herein, the parties agree as follows:

l_.l This Agreement shall be effective from the date hereof into, and shall remain in
full force and effect for an initial term ending in one (1) year. Thereafter, this Agreement
shall be automatmally extended for successive one (1) year perlods unless

terminated as hereinafter set forth, Al the terms and provisions of this Agreement shall

continue in full force and effect during the extension petiod(s).

.  TERMINATION

2.1 Eitber paﬁy may terminate this Agreeient, with or without cause, upon thirty (30)

days prior written notice to the other party: Additionally, this Agreement shal] automatically
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terminate should either party fail 1o maintain the licensure or certification necessary to carry oul
the provisions of this Agreement.
1.  OBLIGATIONS OF THE PARTIES
3.1  Hospital agrees:

a. To refer and transfer fo LOH subject to the provisions of paragraph 4.8
hereof, patients determimdl to be in need of Level [ trauina care scrvices, when such referral and
transfer has been determined to.be medically appropriate by the patient's attending pliysician
and/or the emergency physician and accepted by the LGH frauma surgeon or his or her physiéian.
designes;

b. That for the purposes of trangporting patients to LGH, the following
procedum shall be followed.

i, Hospital ghall lequlre thai physxcmns use reasonable medical
judpment in assessing the benefits and risks of the transfer end to
document in the patients medicai record the palient'.é medical stability and
reason for transfer.

ii. The parties agree that patients shall be transferred in accordance with
the "Guidelines for Transferring Patients," as developed by the American
College of Surgeons and more fully described on Exhibit A attached
hereto, and as may be amended from time 1o time.

C. To maintéin and provide proof to LGH on request of professionel and
public liability insurance cbverage in the amount of hot less than One Milﬁun Dollars
($1,000,000.00) per occurrence of claim made with respect 1o the actions of its erpployees and

" 19
agents connected with or arising out of services provided under this Agreement.

3.2 LGH agrees:

a. To verify the transport and acceptance of patients from Hospital in need of
Level | trauma cate services and other inpatient hospitai care, when such transfer and referra! has
been determined to be medically appropriate by the patient's attend:ng physician and/or

emergency physician at JJospital and accepted by the LGH {rauma surgeon or his or her physician

designee; and
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b. To maintain and provide proof Lo Hospital on request of professional and
public liability ingurance ¢overage in the amount of Oné Million Dollars ($1,000,000.00) per
* occutrence or claim made with respeet 1o the actions of its employees and agents connected with

or arising out of services provided under this Agreement.

IV. GENERAL COVENANTS AND CONDITIONS

4,1  Release of Medical Information. In all cases of patients transferred under the

terms of this Agreement, the parties agree that a)l medical information and any other information
necessary or useful in the care and trealment of patients referred and transferred from Hospital to
LGH will accompany the paticnt upon transfer or be provided to LGH as promptly as possible
thereafter, subject to the prdvisions of applicable State and Federal laws governing the
confidentielity of such information. Information to be exchanged shall include completed
transfer and refesral forms mutually agreed upon for the purpose of providing the medical and
administrative information necessary to determine the appropriateness of treatment or placeinent
and 1o enable continuing care 10 be provided to the patient. The medicel records in the care and
custody of LGH and I-iospiml shail remain the property of the respective institution.

42  Personsl Effects. The parties apree to follow appropriate procedures to assure

security and accountability for the personal‘ effects of patients who are transferred under the terms
of this Agmemeut; Hospital, as the institution from which a patient is referred or transferred,
shall be responsible ;for arranging the transfer or other appropriate disposilioﬁ of personal effects,
includiné money and valuables, and inforination related to these items. Hospital shall provide an
inventory of personal effects of the pafient in transit, which shall ﬁe acknowledged and signed by
LGH after the persoﬁal effects have been delivered ld LGH. Hospital shall bear the rigk of loss
for negligence, thefl, damaege or distribution of the valuables during transit until the personal
elfezcts are received }by LGH. .

43  Responsibility for Transfer. Hospital shall be responéible for arranging the .
transfer of the referred patient, including arranging for appropriale transportation énd care for the
petient during the transfer, ‘I'he parties agres that the method of transportation shall be

determined in accordance with the best interests of the patient, based upon a considleration of

vatious factors including, but not limited to, patient stability, availability of qualified personnel
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and transportation equipment, time of transport, distance, terrain, weether conditions and cost

effectiveness., The parties shall mutually agree on the appropriate mcans of transportation,

4.4  Independent Contractor, Nothing contained in this Agreement shall constitute or

be construed to create a parinership, joint venture, employment, or agency relationship between
the parties and/or their respective successors and assigns, it being mutually understood and
agreed that the parties shall provide the services and fulfill the obligations hereunder as
independent contractors., Fusther, it is mutually understood end agreed that nothing in this
Agreement shall in an)} way affect fhe independent operation of either LGH or Hospital. The
governing body of LGH and Hospital shal! have exclusive control of the management, assets, and
affairs at their respective institutions. No party by virtue of this Agreement shall assume any
liability for any debts or obligations of a financial or légal nature incurred by the other, and
neither institution shall look o the other 1o pay er service rendered to a patient transferred by

virtue of this Agreement.

45  Publicity and Advertising. Neither the name of LGH nor Hospital shall be used

for amy form of publicity or adverﬁsing by the other without the express written consent of the
other. ‘_
4,6  Cooperative Efforts. The parties agfce 10 devote their best efforls to promoling
cooperation and effective communication between the parties in {he transfer of plaiients and the
perfornance of services -hereunder, {0 foster the prompt and effective evaluation, treatment and
continuing care of recipients of these services which shall include cooperative efforts (o reduce
the time between initial injury and definitive surgical intervention of patients in need of such
intervention and may also include modification of this Agreement in accordance with section

4,12, as necessary, 1o reflect current medical practice and to resolve problcm§ identified by

medical evaluation.

47  Nondiscrimination. The parties agree to comply with Title VI of the Civil Rights
Act of 1964, all requirements imposed by regulations issued ﬁursuanl to that title, section 504 of
the Rehabilitation Act of 1973, and all related regulations, to insure that neither party shall '

discriminate against any recipient of services hereunder on (he basis of race, color, sex, creed,
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addressed by repistered or certified mail. Notices to be served on LGH shall be served at or
mailed to: 1775 Dempster Street, Park Ridge, Illinois, 60068, Attention: President, with a copy
to the General Counsel, 2025 Windsor Drive, Oak Brook, Illinois 60523 unless otherwise
instructed. Notices to be serVeH on Hospital shall be served at or mailed to: |

-, with copies to: ,

unless otherwise instructed,
IN WI‘I‘NESS WHIEREOF, this Agreemment has been executed by LGl and Hospital on

the date first above written.

ADVOCATE HEALTH AND HOSPITALS CORPORATION
d\b\a ADVOCATE LUTHERAN GENERAL HOSPITAL
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LXIBIT A

GUIDELINES FOR TRANSFERRING PATIENTS
As developed by the American. College of Surgeons

Appendix C to Hospital Resources Document
Interhospital Transfer of Patients

The responsibility for the transfer of {he patient is & shared one by the referring and
receiving physicians. The referring physician wishing to transfer the patient must be in
direct communication with the authorized receiving physician. The responsibility should
not be left to the nurse or other Health Care professionals, The primary responsibility rests
with the party that arranges the transportation.

The receiving physician should be consulted in regard to arrangements and details of the
transfer, including transportation, Where local ambulances are used to mave the patient to
the out-of-town facility, the transferring (referring) physician should be intimately involved
with the details of transfer 1o ensure optimal care of the patient.

Appropriately trained personnel and proper equipment are needed to manage problems
specific to the patient's condition, whether transportation is by air or ground.

Instructions should be given to the personnel transporting the patient by the transferring

. (referring) physician,

Prior to transfer:
A. Resuscitate the patient and attempt lo stablhz,c his condition.

1. Respiratory
a. Insert an airway or endotracheal tube, if needed.

b. Determine rate and method of admlmstrauon of oxygen,
c. Provide suction.
d. Provide mechanical ventilation when indicated.
e Insert chest tube if indicated.
[. Insert & nasogastric tube 10 prevent aspiration.
2, Cardiovascular
a. Control external bleeding.
b. Establish two large-bore IV lines and begin crystalloid soluuons
c. Restore blood volume losses with crystelloid or blood and continue
replacement during transfer.
o d Insert a Foley catheter 1o monitor urine output.

3. Central nervous system

a, Controlled hyperventilation in head injury viclims.

b. Adminjster Mannitol, diuretics, or steroids, if indicated, afler
neurosurgical consultation.

c. Tmmobilize the cervical spine.
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4, Diagnostic studies as indicated

-8, X-ray of:
1. Cervical Spine
2. Chest
3. Extremities

b. Hemoglobin, hematocrit, and blood pases.

c. Electrocardiogram

d. Urinalysis

5. Wounds

a. - Clean and dress.

b. . Telanus toxoid.

c. Tetanus immune globulin, if indicated.

d. Antibiotics, when indicated.

6. Munagement during transport: .
A.Support of cardiorespiratory system.
B.Blood volume replacement. '
C.Monitoring of vital signs.
D.Use of appropriate medications as ordered-by physician or as provided by
written protocol. '
E. Maintain communication with a physician or institution during the transfer.

7. A written record of the problem, treatment given, and the status at the time of transfer, as
well as cestain items such as laboratory results and x-ray films, are essential. These should
accompany the patient, and should include:

A. Initial diagnostic impression. .

B. Patient’s namne, address, hospital number, age; and name, address, and phone number
of next of kin.
History of injury or illness.
Condition on admission.
Vital signs prehospital, during stay in emergency departinent, and al time of transfer,
Treatment rendered to the patient, including medications given and route of
adminisiration. ) '

‘Laboratory and x-ray findings, appropriate laboratory specinens
(i.e., lavage) and all x-ray Rlms.

Fluids given by type and volume,

Name of physician referring the patient.

Address and phone number of referring physician.

Name of physicien at the receiving institution who has been contacted about the

patient.

mEEO0

ReTEm oo

8. Information regarding the patient's condition and needs during transfer should be
commnunicated to the transporling personnel. This should include, but not be limited to:
A. Airway mainfenance.’
B. Fluid volume replacement. ,'
C. Special procedures that may be necessary. _
D. Initial Trauma Score {see Sections B & C) and changes en route.
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TRANSFER AGREEMENT
BY AND BETWEEN
THE CHILDREN’S MEMORIAL HOSPITAL AND
SAINT FRANCIS HOSPITAL

THIS TRANSFER AGREEMENT (this “Agreement”) is entered into as of the 1st day
of February, 2009, by and between Children’s Memorial Hospital, an Illinois non-profit
corporation (“Receiving Hospital”) and St. Francis Hospital an Illinois corporation
(“Transferring Facility””) (each a "Party" and collectively "Parties").

WHEREAS, Transferring Facility operates a general acute hospital,

WHEREAS, Receiving Hospital operates a general acute hospital and ancillary facilities
specializing in pediatric care;

WHEREAS, Transferring Facility receives from time to time patients who are in need of
specialized services not available at Transferring Facility;

WHEREAS, the Parties are legally separate organizations and are not related in any way
to one another through common ownership or control; and

WHEREAS, the Parties wish to join together to develop a relationship for the provision
of health care services in order to assure continuity of care for patients and to ensure accessibility
of services to patients.

NOW, THEREFORE, for and in consideration of the terms, conditions, covenants,
agreements and obligations contained herein, and for other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, it is hereby mutually agreed by the
Parties as follows: :

ARTICLE L.
Patient Transfers

1.1.  Acceptance of Patients. Upon recommendation of an attending physician and
pursuant to the provisions of this Agreement, Receiving Hospital agrees to admit 2 patient as
promptly as possible, provided customary admission requirements are met, State and Federal
laws and regulations are met, and Receiving Hospital has the capacity to treat the patient. Notice
of the transfer shall be given by Transferring Facility as far in advance as possible. Receiving
Hospital shall give prompt confirmation of whether it can provide health care appropriate to the
patient's medical needs. Receiving Hospital agrees to exercise its best efforts to provide for
prompt admission of transferred patients and, to the extent reasonably possible under the
circumstances, give preference to patients requiring transfer from Transferring Facility.

1.2.  Appropriate Transfer. It shall be Transferring Facility's responsibility to arrange
for appropriate and safe transportation and to arrange for the care of the patient during a transfer.
The Transferring Facility shall ensure that the transfer is an “appropriate transfer” under the
Emergency Medical Treatment and Active Labor Act, as may be amended ("EMTALA"), and is
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carried out in accordance with all applicable laws and regulations. The Transferring Facility
shall provide in advance sufficient information to permit a determination as to whether the
Receiving Hospital can provide the necessary patient care. The patient’s medical record shall
contain a physician’s order transferring the patient. When reasonably possible, a physician from
the Transferring Facility shall communicate directly with a physician from the Receiving
Hospital before the patient is transferred. |

1.3.  Transfer Log. The Transferring Facility shall keep an accurate and current log of
al] patients transferred to the Receiving Hospital and the disposition of such patient transfers.

1.4. Admission to the Receiving Hospital from Transferring Facilityy. When a
patient’s need for admission to a trauma center is determined by his/her attending physician,
Receiving Hospital shall admit the patient in accordance with the provisions of this Agreement
as follows:

(a)  Patients determined to be emergent by the attending physician shall be
admitted, subject to bed, space, qualified personnel and equipment availability, provided that all
usual conditions of admission to Receiving Hospital are met.

(b)  All other patients shall be admitted according to the established routine of
Receiving Hospital.

1.5. Standard of Performance. Each Party shall, in perforrning its obligations under
this Agreement, provide patient care services in accordance with the same standards as services
provided under similar circumstances to all other patients of such Party, and as required by
federal and state laws and Medicare/Medicaid certification standards., Each Party shall maintain
all legally required certifications and licenses from all applicable governmental and accrediting
bodies, and shall maintain full eligibility for participation in Medicare and Medicaid. Receiving
Hospital shall maintain accreditation by the Joint Commission on Accreditation of Healthcare
Organizations (“JCAHO”).

1.6. Billing and Collections. Each Party shall be entitled to bill patients, payors,
managed care plans and any other third party responsible for paying a patient’s bill, for services
rendered to patients by Party and its employees, agents and representatives under this
Agreement. Each Party shall be solely responsible for all matters pertaining to the billing and
collection of such charges. The Parties shall reasonably cooperate with each other in the
preparation and completion of all necessary forms and documentation and the determination of
insurance coverage and managed care requirements for each transferred patient. Each Party shall
have the sole final responsibility for all forms, documentation, and insurance verification.

1.7.  Personal Effects. Personal effects, if any, of any transferred patient shall be
delivered to the transfer team or admissions department of the Receiving Hospital. Personal
effects include money, jewelry, personal papers and articles for personal hygiene.
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ARTICLE H.

Medical Records

Subject to applicable confidentiality requirements, the Parties shall exchange all
information which may be necessary or useful in the care and treatment of the transferred patient
or which may be relevant in determining whether such patient can be adequately cared for by the
other Party. All such information shall be provided by the Transfemming Facility in advance,
where possible, and in any event, at the time of the transfer. The Transferring Facility shall send
a copy of all patient medical records that are available at the time of transfer to the Receiving
Hospital. Other records shall be sent as soon as practicable after the transfer. The patient’s
medical record shall contain evidence that the patient was transferred promptly, safely and in
accordance with all applicable laws and regulations.

ARTICLE HI.

Term and Termination

3.1. Temn. This Agreement shall be effective as of the day and year writien above and
shall remain in effect until terminated as provided herein.

3.2. Termination. This Agreement may be terminated as follows:

(2) Terminetion by Mutual Consent. The Parties may terminate this
Agreement at any time by mutual writien consent, and such termination shall be effective upon
the date stated in the consent.

(b)  Termination Without Cause. Either Party may terminate this Agreement,
for any reason whatsoever, upon thirty (30) days prior written notice.

(¢)  Termination for Cause. The Parties shall have the right to immediately
terminate this Agreement for cause upon the happening of any of the following:

@) 1f either Party determines that the continuation of this Agreement
would endanger patient care.

(ii)  Violation by the other Party of any material provision of this
Agreement, provided such violation continues for a period of thirty (30)
days after receipt of written notice by the other Party specifying such
violation with particularity.

(i) A general assignment by the other Party for the benefit of
creditors; the institution by or against the other Party, as debtor, of
proceedings of any nature under any law of the United States or any state,
whether now existing or currently enacted or amended, for the relief of
debtors, provided that in the event such proceedings are instituted against
the other Party remain unstayed or undismissed for thirty (30) days; the
liquidation of the other Party for any reason; or the appointment of a
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receiver to take charge -of the other Party's affairs, provided such
appointment remains undischarged for thirty (30) days. Such termination
of the provisions of this Agreement shall not affect obligations which
accrued prior to the effective date of such termination.

(iv)  Exclusion of either Party from participation in the Medicare or
Medicaid programs or conviction of either Party of a felony.

(v)  FEither Party’s loss or suspension of any certification, license,
accreditation (including JCAHO accreditation), or other approval
necessary to render patient care services.

ARTICLE IV.

Non-Exclusive Relationship

This Agreement shall be non-exclusive, either Party shall be free to enter into any other
similar arrangement at any time and nothing in this Agreement shall be construed as limiting the
right of either Party to affiliate or contract with any other hospital, nursing home, home health
agency, school or other entity on either a limited or general basis while this Agreement is in
effect. Neither Party shall use the other Party’s name or marks in any promotional or advertising
material without first obtaining the written consent of the other Party.

ARTICLE V.

Certification and Insurance

5.1. Licenses, Permits, and Centification. Each Party represents to the other that it and
all of its employees, agents and representatives possess and shall maintain in valid and current
status during the term of this Agreement all required licenses, permits and certifications enabling
each Party to provide the services set forth in this Agreement.

5.2. Insurance. Each Party shall maintain during the term of this Agreement, at its
sole cost and expense, general liability and professional liability insurance in such amounts as
are reasonable and customary in the industry to guard against those risks which are customarily
insured against in conncction with the operation of activities of comparable scope and size. A
written certificate of such coverage shall be provided upon request to each Party together with 2
certification that such coverage may not be canceled without at least thirty (30) days notice to the
other Party. Each Party shall notify the other Party within ten (10) days of any material change
or cancellation in any policy of insurance required to be secured or maintained by such Party.

5.3. Notification of Claims. Each Party shall notify the other in writing, by certified
mail, of any action or suit filed and shall give prompt notice of any claim made against either by
any person or entity which may result in litigation related in any way to this Agreement.
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ARTICLE VI

Indemnification

Each Party shall indemnify and hold harmless the other Party from and against any and
all manner of claims, demands, causes of action, liabilities, damages, costs, and expenses
(including costs and reasonable attomey’s fees) arising from or incident to the performance of
such Party’s duties hereunder, except for negligent or willful acts or omissions of the other Party.
Notwithstanding anything to the contrary, a Party’s obligations with respect to indemnification
for acts described in this article shall not apply to the extent that such application would nullify
any existing insurance coverage of such Party or as to that portion of any claim of loss in which
insurer is obligated to defend or satisfy.

ARTICLE VIL.

Compliance With Laws

At all times, both Parties shall comply with all federal, state and local laws, rules and
regulations now in effect or later adopted relating to the services to be provided hereunder and
that may be applicable to the Parties including, but not limited to, laws, rules and regulations
regarding confidentiality, disclosure and retention of patient records, such as the regulations
promulgated under the Health Insurance Portability and Accountability Act of 1996. A Party
shall promptly notify the other Party if it receives notice of any actual or alleged infraction,
violation, default or breach of the same. Neither Transferring Facility or Receiving Hospital, nor
any employee, officer, director or agent thereof, is an “excluded person” under the Medicare
rules and regulations.

As of the date hereof and throughout the term of this Agreement: (a) Transferring Facility
represents, warrants and covenants to Receiving Hospital that Transferring Hospital is licensed
to operate a general acute care hospital in Illinois and is a participating facility in Medicare and
Medicaid; and (b) Receiving Hospital represents, warrants and covenants to Transferring Facility
that Receiving Hospital is licensed to operate a general acute hospital and ancillary facilities
specializing in pediatric care and to participate in Medicare and Medicaid.

ARTICLE VIII.
Miscellaneous

8.1. Non-Referral of Patients. Neither Party is under any obligation to refer or transfer
patients to the other Party and neither Party will receive any payment for any patient referred or
transferred to the other Party. A Party may refer or transfer patients to any facility based on its
professional judgment and the individual needs and wishes of the patients.

8.2.  Relationship of the Parties. The Parties expressly acknowledge that in performing
their respective obligations under this Agreement, they are each acting as independent
contractors. ‘Transferring Facility and Hospital are not and shall not be considered joint
venturers or partners, and nothing herein shall be construed to authorize either Party to act as
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general agent for the other. Neither Party, by virtue of this Agreement, assumes any liability for
any debts or obligations of either a financial or legal nature incurred by the other Party. Each
Party shall disclose in its respective dealings that they are separate entities.

8.3. Notices. All notices and other communications under this Agreement shall be in
writing and shall be deemed received when delivered personally or when deposited in the U.S.
mail, postage prepaid, sent registered or certified mail, return receipt requested or sent via &
nationally recognized and receipted overnight courier service, to the Parties at their respective
principal office of record as set forth below or designated in writing from time to time. No
notice of a change of address shall be effective until received by the other Party:

To Receiving Hospital:
Donna Wetzler, General Counsel

2300 Children’s Plaza, Box 261
Chicago, IL. 60614

Attention: Legal Services

Fax No.: (773) 880-3529

To Transferring Facility:

St. Francis Hospital
355 Ridge Avenue
Evanston, IL 60202
Attention: CEO

8.4. Assignment. Neither Party may assign its rights or delegate its obligations under
this Agreement without the prior written consent of the other, except that either Party may assign
all or part of its rights and delegate all or part of its obligations under this Agreement to any
entity controlled by or under common control with such Party.

8.5.  Entire Agrecment; Amendment. This Agreement contains the entire agreement of
the Parties with respect to the subject matter hereof and may not be amended or modified except
in a writing signed by both Parties. All continuing covenants, duties, and obligations contained
herein shall survive the expiration or termination of this Agreement.

8.6. Govemning Law. This Agreement shall be construed and all of the rights, powers
and liabilities of the Parties hereunder shall be determined in accordance with the laws of the
State of Illinois; provided, however, that the conflicts of law principles of the State of Illinois
shall not apply to the extent that they would operate to apply the laws of anothet state.

8.7. Headings. The headings of articles and sections contained in this Agreement are
for reference purposes only and will not affect in any way the meaning or interpretation of this
Agreement.
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8.8. Non-discrimination. Neither Party shall discriminate against any individuals on
the basis of race, color, sex, age, religion, national origin, or disability in providing services
under this Agreement. '

8.9. Severability. If any provision of this Agreement, or the application thereof to any
person or circumstance, shall be held to be invalid, illegal or unenforceable in any respect by any
court or other entity having the authority to do so, the remainder of this Agreement, or the
application of such affected provision to persons or circumstances other than those to which it is
held invalid or unenforceable, shall be in no way affected, prejudiced or disturbed, and each
provision of this Agreement shall be valid and shalt be enforced to the fullest extent permitted by

law.

8.10. Successors and Assigns. This Agreement shall be binding upon, and shali inure
to the benefit of the Parties hereto, their respective successors and permitted assigns.

8.11. Waiver. No failure by a Party to insist upon the strict performance of any
covenant, agreement, term or condition of this Agreement, shall constitute a waiver of any such
breach of such covenant, agreement, term or condition. Any Party may waive compliance by the
other Party with any of the provisions of this Agreement if done so in writing. No waiver of any
provision shall be construed as a waiver of any other provision or any subsequent waiver of the
same provision.
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IN WITNESS WHEREOF, the Parties have caused this Agreement to be executed and
delivered as of the day and year written above.

\*
Naii‘ne\ ey J. Murphy

Title: Executwe Vice President/CEQ

Date: ) %Q (CJC(’

CHILDREN’ d&: g’l;%%i(iﬂTAL

Name: Gordon Bass

Title: COO

Date: )/f ’//‘? i

DCOV/4A01111.2
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CARDIAC TRANSFER AGREEMENT

This Cardiac Transfer Agreement entered into effective September 1, 2004 between Our
Lady of the Resurrection Medical Center (“OLR™), an Hllinois not for profit corporation, whose
principal business address is 5645 W. Addison St., Chicago, Illinois 60634 and St. Francis
Hospital, (“SFH”), an Illinois not for profit corporation, whose principal busincss address is 355
Ridge Avenue, Evanston, Hlinois 60202, (who may be collectively referred to, herein, as the
“Parties” and individually as a “Party”).

WITNESSETH

WHEREAS, both Parties to this Agreement desire to assure continuity of care and (reatment
appropriate to the needs of the cardiac paticnts at OLR and SFH, and to use the skills, resources,
and physical plants of both Parties in a coordinated and cooperative fashion; and

WHEREAS, both Parties desire to make a concerted effort to transfer OLR cardiac patients to
SFH as soon as practicable, when the attending physician and/or cardiologist has determined the

need for immediate transfer and appropriateness of transfer.

NOW THEREFORE, in consideration of the premises and each Party’s respective agreements
hereunder, the Parties hereby mutually agree as follows:

I Duties of the Parties.

A OLR will ask QLR patients who are scheduled for cardiac catheterizations or are
candidates for elective percutaneous coronary angioplasty at OLR to sign a
consent for cmergency coronary artery bypass graft surgery to be performed at
SFH, if needed.

B. OLR will have an ambulance on standby when elective percutaneous coronary
angioplasty surgery is being performed. The ambulance will be notificd if an
cmergency transfer to SFH is required. -

C. When a patient’s need for transfer from the OLR to SFH has been determined by
the paticnt’s physician and/or cardiologist, SFH agrecs to admit the patient as
promptly as possible, provided admission requirements are met, and bed space 1s
available to accommodate the patient, in accordance with federal and statc laws
and regulations. If SFH does not have bed space available or cannot medically
accommodate the patient, the patient and/or the patient’s family will be given the
option of transferring the patient to other hospitals that can medically
accommodate the patient and have bed space available.
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IN WITNESS WHEREOF, the Parties have executed this Agreement through their duly
authorized representatives, as of the date first above written.

OUR LADY FO THE RESURRECTION MEDICAL CENTER

By: \Dprtte Byloridin

Printed Name: Ivette Estrada
Title: Executive VP/CEO

ST. FRANCIS HOSPITAI_.)]

—

By: e by F A B ¢ v Cman & -
Printed Name: ' Sherilm F{ailstone
Title: CEO/Excc VP
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PATIENT TRANSFER AGREEMENT

BETWEEN

SAINT FRANCIS HOSPITAL
AND
LOYOLA UNIVERSITY MEDICAL CENTER

THIS AGREEMENT is made and is effective as of this 1st day of February, 2009 by and
between Loyola University Medical Center, an Illinois not-for-profit corporation located
in Maywood, Illinois (“Receiving Hospital”) and St. Francis Hospital, an Illinois not-for-
profit corporation located in Evanston, Illinois (“Transferring Facility”).

WHEREAS, both parties hereto desire o assurc continuity of care and treatment ,
appropriate to the needs of medically unstable pediatric and adult patients requiring bumn
and/or trauma care and treatment; and

WHEREAS, both parties will cooperate to achieve this purpose; and

Now THEREFORE, Receiving Hospital and Transferring Facility hereby covenant and
agree as follows: '

When Transferring Facility has determined that a pediatric or adult patient is medically
unstable, and requires medically specialized burn and/or trauma cere and treatment
unavailable at Transferring Facility or another hospital within the Resurrection Health
Care system, and when & physician of Receiving Hospital accepts the transfer of such
Transferring Facility’s patient requiring such care and treatment, then Receiving Hospital
agrees to admit such a patient as prompitly as possible provided transfer and admission
tequirements are met and adequate staff, equipment, bed space and capacity to provide
medically specialized care and treatment for such & patient are available at Receiving
Hospital. '

The parties hereto agree that the referring physician of Transferring Facility, in
consultation with the receiving physician at Receiving Hospital, should determine the
method of transport and the appropriate personnel, if any, to accompany a patieat during
any transfer to Receiving Hospital. Transferring Facility agrees that it will send with
each patient at the time of transfer, any transfer form(s) and medical records necessary to
ensure continuity of care following transfer. : -

Transferring Facility understands and-agrecs, upon Receiving Hospital's request, to
accept for return transfer and prompt admission to Transferring Facility, any patient that
has been medically stabilized and that has been transferred to Receiving Hospital
pursuant to this agreement.

The partiéé hereto acknowledge that they are each “Covered Entities,” as that term is
defined by the Health Insurance Portability and Accountability Act (“HIPAA™), end each
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party agrees fo comply with all applicable requirements of the HIPAA Privacy and
Security Rules and the Standards for Privacy and Security of Individually Identifiable
Health Information, 45 C.F.R. Part 160, 162 and 164, Subparts A and E.

The parlies hereto agree to comply with applicable federal and state laws and regulations,
and the standards of the Joint Commission on the Accreditation of Healthcare
Organizations.

Procedures for effecting the transfer of patients and their persona) effects and valuables
shall be developed and adhered to by both parties, These procedures will include, but are
not limited to, the provision of information concerning such valuables, money and
personal effects transferred with the patient so that a receipt may be given and received

for same.

The parties agree to comply with Title VL of the Civil Rights Act of 1964, all
requirements imposcd by regulations issued pursuant to that title, section 504 of the
Rehabilitation Act of 1973, and all related regulations, to insure that neither party shall
discriminate against any recipient of services hereunder on the basis of race, color, sex,
creed, nationa) origin, age handicap, under any program or activity receiving Federal
financial assistance. ‘

Neither party shall use the name of the other party in any promotional or advertising
material unless review and written approval of such intended uses is first obtained from

the party whose name is to be used.

The parties hereto agree that charges for care and services performed in connection with
this Agreement shall be collected by the party rendering such care and services directly
from the patient, third party payor or other sources normally billed by the institution and
neither party shall have any liability to the other party for such charges.

Each party acknowledges the non-exclusive nature of this Agreement. It is the parties’
intention that the relationship between Receiving Hospital and Transferring Facility be
that of independent contractors. The governing body of each shall have exclusive control
of policies, management, assets and affairs of its respective institution. Each party will
maintain such insurance as will fully protect it from any and all claims of any nature for
damage to property or from personal injury including death, made by anyone which may
arise from operations carried on by either party under this Agreement,

The term of this Agrecment shall begin on the 1st day of February, 2009 and continue
through January 31, 2010 (“Initial Term”) and SHALL AUTOMATICALLY RENEW
ON AN ANNUAL BASIS (RENEWAL TERM) ABSENT WRITTEN NOTICE OF
NON-RENEWAL BY EITHER PARTY THIRTY (30) DAYS PRIOR TO THE
EXPIRATION OF THE INITIAL TERM OR ANY RENEWAL TERM. Either
party hereto may terminate this Agreement without cause upon providing ninety (90)
days advance written notice. -
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This Agreement shall automatically terminate without regard to notice upon the date that
either party to this Agreement: a) ceases 10 have a valid provider agreement with the
Secretary of the Department of Health and Human Services; or b) fails to renew, has
suspended or revoked its license or registration issued by the State to operate as an acute

care Hospital.

All notices which either party is required to give to the other under or in conjunction with
this Agreement shall be in writing, and shall be given by addressing the same to such
other party at the address indicated below, and by depositing the same so addressed,
certified mail, postage prepaid, in.the United States mail, or by delivering the same
personally to such other party, Any notice mailed or telegraphed shall be deemed to bave
been piven two (2) United States Post Office delivery days following the date of mailing
or on the date of delivery to the telegraph company.

Any notice provided to Receiving Hospital shall be directed to:

Patricia Cassidy

Senior Vice President

Loyola University Medical Center
2160 South First Avenue
Maywood, Illinois 60153

With copies to:

Senior Vice President and General Counsel
Office of the General Counsel

Loyola University Medical Center

2160 South First Avenue

Maywood, Illinois 60153

Any notice provided to Transferring Facility shall be directed to:

St. Francis Hospital

355 Ridge Avenue

Evanston, IL 60202

Attention: Office of the Chief Executive Officer

Weither pérty to this Agreement may assign any of the rights or obligation under this
Agreement without the express written consent of the other party. Any attempt to assign

this Agreement without consent shall be void.

Neither Patty is under any obligation to refer or transfer patients to the other Party and
neither Party will receive any payment for any patient referred or transferred to the other
Party, A Party may refer or transfer patients to any facility based on the professional
judgment of the treating physician and the individual needs and wishes of the patient.
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C) Signature:

The Parties acknowledge and agree that, in performing their respective obligations under
this Agrecment, each is acting es an independent contractor. Transferring Facility and
Receiving Hospital are not and shall not be considered joint venturers or partners, and
nothing herein shall be construed to authorize cither Party to act as general agent for the.
other. Neither Party, by virtue of this Agreement, assumes any liability for any debts or
obligations of either a financial ot legal nature incurred by the other Party.

This Agreement shall be interpreted and governed by the substantive and prbcedura] laws
of the State of Illinois. The parties hereto both consent to the jurisdiction of Illinois
courts to resolve any dispute arising from this Agreement.

This Agreement may be executed in any number of counterparts, éach of which shall be
deemed an original, but all such counterparts together shall constitute one and the same
instrument, '

IN WITNESS WHEREOF, we the undersigned, duly authorized répresentatives have
executed and delivered this Agreement without reservation and having read the Terms

contained herein.

FOR LOYOLA UNIVERSITY FOR .
MEDICAL CENTER; ST. FRANCIS HOSPITAL:

Patricia Cassidy

Title:
Sr. Vice President
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' ? 01/26/2000 18:21 FAX 708 327 3474 LU DEPT OF SURGERY

~

@ooz

LOYOLA Richard L. Gamelli, M.D, FA.CS.

£ UNIVERSITY Ylocse Yo
: gcnmo pofeco nd Crimn

o 1]
‘f&q.g‘a& LOYOLA UNIVERSITY MEDICAL CENTER
STRITCH SCHOOL OR MEDICINE
Department of Sorgery

February 23, 1998

John Sullivan
President

St. Francis Hospital
355 Ridge Avenue
Evanston, IL 60602

Dear John Sullivan:

2160 South First Avenue
Maywuood, llinols 50153
’l’hlephnnc: (708) 327-2444
(708) 317-2852
Mail: RGAMELL@WPO.ITLUC.EDU

As a tertiary care facility Loyola University Medical Center wili acbept the following

. burn patiests:

~/ “TBSA 10 % (ages less than 10 and greater than 50)

*TBSA 20% (all other age groups)

Third Degree Bumns
*TBSA greater than 5% in any age group

Age

+< 5 or > 50 years

Snecial Care Areas

*Deep burns involving the face, hands, feet, ge.mtaha, perineurn, or involving major

joints.
Rlectrical/Lightening Inj
. Chemical B
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" 01/26/2008 16:21 FAX 708 327 3474 LU DEPT OF SURGERY

Bhoos

Contact Loyola Burn Center at (708) 216-3988 with information regerding patient
transfer.

Burn Center RN or MD will take information and call back within 5 minutes with
instructions for transfer.

Al transfere are priority for admission.

Mode of transfer will be determined by transferring physician and accepting
physician. .

o S Wl

L Gamelti, M'D. H piMministratur

Clncf, Bumns

burm.wp&

8 ranc:s Hospital

El/m.d, Tl AoRo2,
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ST. FRANCIS HOSPITAL
LEVEL I TRAUMA CENTER
TRAUMA PLAN
PROY.
, : %; M o ot
‘ Dutntor. Trauma "Date

Issued and Effective: 4/19/89
Reviewed and Revised: 89, 91, 92, 93, 95, 97, 98, 00, 01, 02, 06
Reviewed and Revised: 7/1/98, 10/31/00, 3/13/01, 3/30/02, 10/18/06
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SECTION 5152030 (4, 1C)
PEDIATRIC SURGICAL COVERAGE

PURPOSE:
To ensure rapid freatment of the traumatically injured pediatric patient, -

. IROTOCOL: :
A surgeon with experience in pediatric surgery shall be available to artive at the hospital

to treat the patient within 30 mimutes of notification that their services are needed to treat
the patient, This requirement may be fulfilled by the attending trauma surgeon who has
experience in emergency surgical treatment of children, Non-emergent susgical care may
be referred and transferred to a Pediatric Speciatty Care Center. Decision to transfer will
be the responsibility of the attending trauma surgeon,

If determination to transfer is made, transfer protocols will be followed and transfer will
be completed within 2 hours after the need for transfer has been determined.

6
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SECTION 515.2030 (d, 3A)

BURN CENTER TRANSFER AGREEMENT

PURPOSE: '
To ensure rapid treatment and appropriate transfers of the trauma patient with burn

injuries.

PROTOCOL: | .
All trauma patients with burn injuries will be evaluated and stabilized in the emergency

department, Determination for the need to be iransferred will be made after evaluation by
{he emergency attending physician and/or the trauma attending physician. If
determination to transfer is made, transfer protocols will be followed and transfer will be
completed within 2 hours after the need for transferhas been determined.

" Transfer agreements with protocols will be maintained in the emergency department.

16
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SECTION 515.2030 (¢, 8)
PEDIATRIC COVERAGE FOR TRAUMA

PURPOSK:
To define the requirements for the pediatric coverage for the Level I Trauma Center.

PROTOCOL;

A pediatrician will be available to arrive at the hospital to treat the patient w1thm 60
minutes of notification that their services are needed at the hospital.

A pedietric call roster will be posted in the emergency department.

26
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'SECTION 515.2030 (k, 3)
TRANSFERS TO SPECIALTY CARE CENTERS

PURPOSE:
To define the policy for transferring the trauma patient to a specialty care center when

deemed necessary for optimal patient care.

POLICY:
Transfers to specialty care centers shall commence within 30 minutes of amival of the

patient for those patients who have had the need for specialty care identified on _
admission. The transfer shall be completed within 2 houts. Those patients who have the
need for specialized care identified after evaluation and/or diagnostic tests, including
those identified following CT scan, shall have the transfer completed within 2 hours of
identification of need. All patients will be stabilized prior to transfer.

37
ATTACHMENT. 19C




SECTION 5152030 (d, 3B)

SPINAL CORD TRANSFER AGREEMENT

PURPOSE: - :
To ensure rapid treatment and appropriate transfer of the trauma patient with spinal cord

injuries.

PROTOCOL;

A surgeon with specialty in neurosurgical/spinal injuries will be available to arrive at the
hospital to treat the patient within 60 minutes of notification that their services are needed
at the hospital. All trauma patients with spinal cord injuries will be evalvated and
stabilized in the emergency department upon arrival. Determination for the need for
transfer will be made by the emergency attending physician and/or trauma attending
physician and/or neurosurgical attending physician. If determination to transfer is made,
transfer protocols will be followed and transfer will be completed within 2 hours after the

need for transfer has been detennined.

A newrosurgical/spinal trauma call roster will be posted in the emergency department.
Transfer agreements and protocols will be maintained in the emergency department.

17
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Northwestern Perinatal Center

Affiliation Agreement 1
NORTHWESTERN PERINATAL CENTER
AFFILIATION AGREEMENT
Level IT with Extended Capabilitics
I. Introduction

‘ In November of 1974 the Department of Public Heglth, State of ]]lihois, designated the McGaw Medical Center of
Northwestern University, hereinafler refened to as the "Center," as & regional perinata] center. The Northwesten Permatal
Center i is compnsed of the following Level Il institutions:

(1) Prenﬁce Women's Hospital of Northwestern Memorial Hospital;

2 Evanston Women’s Hos ital of Evanston Northwestern Healthcare; and ——
P .

3 Children's Memorial Medical Center.

It is the goal of the Center to provide quality maternal-fetal and necnatal care services to the families in the
Center’s region of responsibility. It is the Center’s belief that it.can best affect the quality of perinata] outcomes by
providing leadership within the framework of a regionally integrated system of perinatal services designed to maximize
outcomss and to promote appropriate use of services and resources: Facilitating the recognition of high-risk conditions
and perinatal consultation, referral or transports are important to improve outcomes. It is further recognized that
pcrmatal services must be provided in an environment which is both professionally challenging to these who choose to
serve in this area, as we]] as cost—effectltfc in its delivery for the benefit of ail involved,

Subchapter I; Part 640 of the ADOPTED RULES OF THE ILLINOIS DEPARTMENT OF PUBLIC HEALTH -

REGIONALIZED PERINATAL HEALTH CARE CODE (77 Ill. Adm. Code 640) hereinafter referred to as the "Tllinois
Rules," and the CITY OF CHICAGO HOSPITAL REGULATIONS FOR MATERNITY AND NEWBORN NURSING-

. DMSIONS, hereinafter referred to as the "Chicago Reguilations," require letters of agreement between the Perinatal Center -

and each Affiliated Referral Hospital. As part of this letter of agreement both the Perinatal Center and Affilidted Referral
Hospital agree to abidc by the Illinois Rules and the Chicago Regulations appropriate for its respective level of care.

The Northwestern Perinatal Center, representing the institutions of Northwestern, Memorial Hospital, Evanston
Hospital, and Chﬂdreus Memorial Medical Center, has agreed to enter into this Affiliation Agreement with St. Francis

Hospital.
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Northwestern Perinatal Center
Affiliation Agreement

0. Definitions

A,

The Definitions contained in the Section 640.20 of the Illinois Rules dated August 2000 and
the Chicago Regulations dated November 2000 apply to this Affiliation Agreement end to the
activities of the Northwestern Perinatal Network. The definitions described above are attached to and
made a part of the Affiliation Agreement. All references in this Affiliation Agreemint to either the
Ilinois Rules or the Chicago Regulations are for the dates mentioned above.

Center. The Northwestern Perinatal Center includes the campuses of the three designated
Lével 1 institutions which are: the Prentice Women's Hospital of Northwestern Memoria} Hospital;
the Evanston Women's Hospital of Evanston Northwestern Healthcare; and the Children's Memorial
Medical Center. ' By definition, each of these separate campuses of the Northwestern Perinatal Center
pust meet the requirements for Level LT designation.

.' Directars of the Center, The Center Directors are the maternal-fetal medicine subspecialist
and neonatologist who have been designated by the Chairman of the Department of Obstefrics and
Gynecology and the Chairman of the Department of Pediatrics at the Northwestern University Medical

School.

Referml Hogp;ta ; Each individual hospital which fo;.mal]y affiliates Wlth the Centerby
execution of an Affiliation Agreement.

Network The Noﬂhwesmm Perinatz] Network shall include ﬂ1e three Level [T mstltuhons

that comprise the Center and all of the Refcrral Hospitals.

ermatal Center Executive Committce (PEC), A committee composed of individuals

representing the aveas of Obstetrics, Pediatrics, Nursing, and Hospltal Administration from the three
designated Level III hospitals of the Center.

Regional Quality Council (ROT). A council composed of at least one individual from each
hospital, health departmsnts- nnd organization within the Network; The Regmnal Quality Council - ... .

reports to the Perinatal Center Exccutive Committee and is responsible for the implementation of a
network continuous quality improvement Program as defined by the Illinois Department of Public

- Health/Statewide Quality Couneil.

Network Nurging Leadershlp A regional pennatnl menagement group consisting of nursing
Jeadership representatives from each hospital and service related agency and organization within the

" Network. The Network Nursing Leadership provides a forum for communication, education and

collaboration in dic establishment of Network pnonbes for system suppnrt activities and resources.
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Northwestem Perinatal Center
Affiliation Agreement -

L

Northwestern Perinatal Center Organization

A

The Northwestern Perinatal Center shall have a Perinatal Center Executive Committee which
will be responsible for the overall operations of the Netwoﬂc.

. 1, The Perinatal Center Executive Conmnittee shal] be cornposed of no more than twelve (12) voting

members; four (4) members from each of the respective Level Il institutions, The four (4) members
from each institution shall be appointed by that institution, and shall represent the areas of Matenal-
Fetal Medicine, Neonatology, Nursing, end Hospital Administration. The four (4) members of
Children's Memorial may include two pediatricians. The Adnnnutmtw.e Coordinator of the Center
shall also serve as an ex-officio'member of the Commitiee,

2. The chairman of the Pcrmata] Center Bxecutive Cnmmn:me shall be one of the Dlrectors

" of the Center.

3. The Pmnatal Center Exgcutive Committee shall at the Committee’s discretion form
subcomumittees as appropriate representing the areas of Obstetrics, Pediatrics, Nursing, and Hospital
Administration. Bach subcommittee should be responsible to the Bxecutive Comumittee for issues that

fall within their respective area of expertise.
4, The commjttee shall meet annually and as needed.

An Administrative Coordinator, reporting Jomtly to the Dlrectors of the
Center, shall be responsible for ensuring coordination of all Network related activities.

1, Bach of the Level III institutions will designate an Quireach Education Coordinator who

will be responsible for: coordinating the flow of perinatal information from and to that institution;
maintaining a transport database; facﬂxtaung review of all pennatal mortalities; as well as educational
and quality improyement activities.

2. The Administrative Coordinator shall be. respansible for.all fiscal activities related to the
adxmmstranon of the State of Illinois Perinatal Agreement.

The Northwestern Perinatal Center shall have 2 Regional Quallty Council {RQC) responsible
for implementation of a network continuous quality improvement program as deﬁned by the Illinois
Department of Public Health/Statewide Quality Council : :

. 1. The Regional Quality Council shail-be composed of at least one individual from car:.h hospltal,

bealth department and organization within the Network.

2. The co-chairmen of the Regional Quality Counai shall be appointed by the Perinatal Center
Executive Committee and shall represent the specialties of maternal-fetal medicine and neonatology.

3. The Regional Quality Council shall meet quarterly and as nceded.

ATTACHMENT 19C




Northwestermn Perinatal Center

Affiliation Agreemment

- The Northwestern Perinatal Center shal have a network Nursing Leadership Group
for the purpose of communication, education, and the planning and evaluation of network
programs and services. : ‘

1, The Network Nursing Leadership Group will be composed of nursing leadership. representatives
from each hospital, health department and organization within the Network. :

2. The Network Nursing Leadership Group will meet querterly and as needed.

IV.  Perinatal Center Clinical Services

A.

Maternal and Neonatal Transport

1. Fach of the fhree Level I institutions of the Northwestemn Perinatal Center provides maternal and/or
neonatal transport systems 24 hours a day, 7 days a week. These systems are accessed through the
obstetrical or neonatal hotlines at'cach of the Leve! HI institutions. All tertiary-based transport teams have
education, orientation, and certification processes.

2. The Northwestem Perinatal Center is responsible for providing transport of all medically eligible
perinatal patients requiring care at a Level I facility and must assure that appropriate personsicl attend
patients.during transport. Medical eligibilify will be determined by the Perinatal Center with decisions
relating to transports being made collaboratively based upon the clinical judgements of the referring and
receiving physicians, Should the Perinatal Center not be eble to accept 2 Network patient for transport
‘because of a lack of beds (obstetrical or neonatal), the Center assumes responsibility for placing that
patient at another facility capable of providing the appropriate level of care.

3 Tmnsportatio:_t of the patient rermains fhe responsibility of the accepting Level III. Decisions regarding
composition of a transport team and mode of transport will be determined collaboratively by the receiving
and referring physicians and murses. Transport team mersbers may include paramedics, nurses, and

physimns_ e e b e memsmr e - s

4. Written protocols for the mechanism of transport will be distributed by the Perinatal Center to the
Referral Hospital. ' : : ‘

5. The Center will transfer patients back to the referring hospital when medically feasible. All decisions
will be made collaboratively by referring and receiving physicians. .

1. The three tertiary centers each have complete genetic services including counseling, diagnostic
procedures, laboratory research, and follow-up. Counseling end diagnostics are available preconception
through adulthood. Genetics consultations and services ate available to il petwork hospitals and
professionals daily and via obstetric hotline for emergencies. .

2. Patients with a prenatel diagnosis of a fetal anomaly are cared for in special programs located at
Evanston Hospital and Prentice Women’s Hospital. Women with a suspected or confirmed diagnosis of
infranterine anomaly may be referred from commmmmunity hospitals into one of the two tertiary center
programs. The Evanston Hospital program provides evaluation and ¢are of the patient with suspected or
diagnosed anomalies utilizing a team approach that includes maternal-fetal medicine, genetic counseling,
neonatology, Perinatal Family Support services, and various pediatric sub-specialists. ‘Professionals from
Prentice Women'’s Hospital and Children's Memorial Hospital combine to form a Fctal Assessment and
Intervention Team that meets monthly at Prentice. The Team consists of maternal-fetd] medicine;
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Affiliation: Agreement

nconatology; pediatric sub-specialties such as pediatric nevrosurgery, pediatric surgery, pediatric urology,
and pediatric cardiology; obstetric and pediatric ultrasound; social service; nursing; chaplain serviees; .
neonatal and infant developmental follow-up services; and psychiatry. Families with fetal anomalies are
provided with coordinated and comprehensive services through this team.

C. Follow-up

1. Follow-up is available for selected high-risk infants through COmprehanswe Developmenta] Services
at Prentice, Evanston and Children’s Memoria) Hospitals. Specific developmental strengths and

. wealmesses are delineated for parents and referrals to community early intervention programs are made
when necessary. The Center makes all dppropriate referrals to the Early Intervention Medical Diagnostic
Network Discharge from Developmental Follow-up is determined jointly by staff and parents when the
child is eppropriately placed acadenically and has no need of further service. .

2. The Center, in compliance with linois Rules, refers all high risk perinatal patients to the Tllinois
Department of Public Health as-well as the local health agency to insure that those patients arc asscssed at
appropriate intervals, receive intervention as needed, and are referred for needed support services. This is
done through the Adverse Pregnancy Quicome Reporting System (necnatal) and the Perinatal Tracking
Program (maternal). A Maternal Discharge Record is filed for each high-risk pregnant or post-partum

~ patient treated in the tertiary centers. A High Risk Infant Discharge Record is filed for each high-risk
infant treated in the centers, The local health department or other designated Iocal health agency . '
providing follow-up services to high risk pregnant post partum women and to high-risk infants prepare a
Follow-up Report which is submitted to IDPH with a copy to the tertiary center. Monthly reports are

" compiled by IDPH listing all hospital referrals.to each health department/agency.

V. Perinatal Network Communication

A The Maternal-Fetal Medicine Director of the Center will oversee:
.- 1, The maintenance of 24-hour obstetri¢ hotlineg—

" 847-570-2230 at Evanston Hospital .
312-926-7380 at Prentice Women’s Hospital .

for tmmedlatc consultation, refmal, and transport of obstetric patients;

2. The prompt verbal and/or written communication regardmg patient management end outcome fiom
‘the Center Matemal-Fetal Medicine Suhspecmhst who cared for the paticnt to the referring physman at

his/her oﬁ'jce
B. The Neonatal Director of the Centar will oversee:
1.. The maintenance of 24-hour neonatal hotiines—-

773-880-3940 at Children's Mermorial Hospital
847-570-2244 at Evanston Hospital
312-926-2267 at Prentice Women’s Hospital

for umnad:ate consultation, referral, and transport of neonatal patients;

2. 'The prompt scndmg of patient management and outcome mformahon from the Centcr Neonatologist-
who cared for the patient to the referring physician at his/her office.
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-

C. While the Center physmmns will endeavor to keep the refermring physician mformcd concerning the
contiming progress of transferred/transported patients, the refetring physician is encouraged to call the
Center frequently to check on interim developments.

ML Perinata) Center Financial Operations

A Program Costs

1. The Administrative Coord.mator of the Center will be responsible for dcvelopmg an operatmg budget
on an anrueal basis associated with the direct operating expenses for the Center-wide program. This.
operating budget will inchude such expenses as cost of personnel (both administrative and sectetarial),
data collection and processing, educational prograimming, and other costs that may be esscntial to the
operation of the Northwestern Perinatal Centm' The fiscal year for the Center shall be from July 13t

througly une 30th.

2. The Center and Referral Hospital may agree to additional services. Costs for these services will be
negotiated between the Center and the Rcfclra] Hospxtal An addendum to this agreement will be added

for these services.

3. The cost of such programs as an anmnal meeting, educational seminars, and special projects will be
covered by the Center to the extent possible. Minimal fees will be charged to participating
individuals/institutions from the Network to help defray the costs. Educational programs that do not have
sufficient participation to caver the cost of the program may, at the discretion of the presenting party, be
canceled for "lack of funds " .

B. .  Grants, Confracts, and Research Costs

All Network institutions are encouraged tor submit grant proposals to state, local, and national agencies to
undertake research endeavors-on behalf of fhe Center. In conjunction with the granting agency’s request, these
monies will be exclusively used for the research protocol to which they have been approved. Grants or research
proposals submitted on behalf of the Center or which utilize nmltiple hospital resources (e.g., patients, data, etc.) of -
the Center will require thr: prior approval of the Perinatal Center Executive Committee.

VIL- Perinatal Center Edﬁc_ation Services
A, Medical Educaﬁgﬁal Serviccs

" Medical education is an integral component of the Joint Moxtahty and Morb1d1ty Reviews provided by the Center
The Center will make every effort to respond to ail additional requests for medical education.

B MNursing Educational Services

The Center will establish, coordinate and maintaili a yearly calendér of educational programming for perinatal
nurses including courses on basic fetal monitoring, breastfeedmg support, neonatal resuscitation, high risk matemal
and neonata] assessment and stabilization for transport. Additional programming will be planned in response to
educational peeds assessments by the Ceater. A tuition fee may be charged to participants so that course will be

ﬁnancm]ly se]i'—sustammg
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. Joint Mortality and Morbidity Reviews

A | The Center will conduct quarterly Joint Mortality and Morbidity Review Conferences withi each Referral
Hospital, The Center will collaborate with the Referral Hospita] to establish the format and schedule for the
Reviews. Modifications in the quarterly schedule méy be made jointly by the Perinatal Center and Referral

Hospital,

B. The Joint M&M Review shall include selected perinatal mortality and transport cases for the purpose of
communication, education, and quality improvement. A maternal-fetal medicine subspecialist, 2 neonatologist, and
a perinatal nurse will attend from the Center. Revigw shall include a determipation of the appropriateness of risk
agsessment, diagnosis and the adequacy of procedures to prevent dlsab1htles or loss of life. Both system logistics

ard clinfcal management will be discussed.

C The Center will provide periodic instifutional and network data comparison reports, including a synopsis
of perinatal mortalities and attributable factors, to be used as a basis for cstabhs]nng prionities to improve maternel

and nconatal outcomes.

D. Except for submissions to the Regional and Statewide Quality Councils, the Center will share no Referral
Hospital’s statistical data or patient review information with any other institution or agency, except on an
anonymous basis, unless authorized by the Referral Hospital in writing,

E.  Refernl Hbspita]s may request data reports regarding their institution from the Center.

Rgfmal iiospital Obligations

A. . The Referral Hospital will be responsible for comrmmication of the conditions of this Letter of
Agreement to all appropriate profesmonal and administrative staff.

B. The Referral Hospital Physmmns will uu.hze the "hot-line syswm" e.stabhshed by the Center for

-~ consultation, referral end transpont. _ e

C. The Referral Hosp1ta1 physicians will, within a reasonable time frame after identification of the condition,

. consult and/or transfer to the Center obstetrical and neonatal patlenfs who require the services of the Center,

including but not limited to, patients outlined in the Illincis Rules and attached Addendum I; gatle.nt Care Sgga

D. The Referral Hospltal will accept all medically eligible obstetncalfneonain] patients for return transport.
Medical eligibility will be determined jointly by transfenmg and receiying physician.

E. The Referral Hospatal staff will parhc:patc in the quarterly Joint Morb1d1ty and Mortality Review
Conference. Written case summaries will be prepared and submitted to the Center prior to the review. Complete
chart end FHR tracings should be available as well as laboratory results ie autopsy, blood work, etc. The expected
attendance is seventy-five percent of all reviews for all pematal medical staff. . '

'F. The Referral Hospital will maintain aud provide perinatal data to the Center a5 required by the Iinois

Rules for Joint M&M Reviews, and any other information requests which are required to support Regional and
Stetewide Quality Couneil activities and have been approved by the Northwestem Perinatal Center Executive

Cmm-mttee

G. The Refarral Hospital will participate in connnumg educational programs for both murses and physicians
developed by the Center. '
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H. The Referral Hospital shall maintain an ongoing in-house continwing education program for all perinatal
stafF with documentation of competency as required by the Illinois Rules. '

"L The Referral Hospital administration will designate at least one representative to serve on the Regional
Quality Council and at least one representative to attend Network Nursing Leadership meetings. ‘These
represcntatives will be responsible to share information back to the Referral Hospital.

L. The Referral Hospital shall have in place a policy that outlines clinical situations in which Famﬂy Practice
must consult on site with a board eligible/board certified Obstetrician or Neonatology.

K. . The Referral Hospital shall have in p]ace a policy that outlines clinical sitvations in which Pedmtnc
Hospitalist must consult on site with a board eligible/board certified Neonatology.

1.  The Referral Hospital shall have in place an internal quality assurance mechanism to review perinatal
outcomes and appropriateness of Obstetric & Neonatal consultations and transports. A nconatal log should be
mamtamed for all Level II+ admissions that meet the criteria for consultation. S

M. The Referral Hospital will assure the appropriate follow-up of neonates with hendicapping conditions,
including compliance with requirements of the Adverse Outcornes of Pregnancy Reporting System (APORS) and

the HIV Rapid Testing documertation.

Amendments to the Affiliation Agreement

Amendments to the basic Affiliation Agreement may be recommended by the Referral Hospital or the Perinatal
Center Executive Committee. Any amendments made to the basic agreement will require the approval of the
Perinata} Center Execntive Conmittee and the concurrence of the individual Referral Hospital which originally -
signed the basic Agreement. Thirty days' wntten notice of any proposed amendment to the basic agrecment will be
provided to each of the individial Referral Hospitals prior to the requcst for their signature.

Individual changes relating to-patient care services or pmccduml matters in the addenda of cachbasic affiliation -
agreemenit will be made w1th the approval of the Perinatal Center Exccutwe Committee and the Referral Hospn‘a]

This agreement shall take effect when signed by both parties. 'I'he agreemcnt will continue in effect unless
terminated by one of thc institutions by giving 90 days advance written notice to the other institution of its intention

to terninate.

Na portion of this agreement shall be constmed to indicate that the Center is establishing the standard of care or
responsible for the monitoring and performance of cart in any of affiliate institutions. These responsibilities
remain vested with the Board of Directors and Professional Staff of each individuel institution, The responsibility
for provision of appropriate levels of malpractice and Liability coverage rests with each affiliate institution. :
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ForReferml Hospital -~~~ For the Northwestern Perinatal Cemer -
%{M///
Dirofior, Mater)-Fetal Medicins
thweaem Perinntal Center

; : ‘{ A e ,.

- Signed: Date =
Revised 10/2006 ,

ATTACHMENT 19C




Nerthiwestern Perinatal Center

Affiliation Agreement

10

ADDENDIM I: _Patient Care Services — Leyel JT with Extended Capabilities Facility

The Departments of Obstetrics and Pediatrics of St. Francis Hospital have agreed upon the following categories
of high-risk maternal and neonatal patients for whom consultation and/or transport should be considered, as-

requircd by Section 640.42 of the Illinois Regulations.

I Consultation, Referral, and Transport Guidelines - Maternal
"A. The following matemnal patients are considered to be eppropriate for management and delivery by the
primary physicisn at Level Il with Extended Capabilities facilities without requirement for a maternal-
fetal medicine consultation:

1, Normal current pregnancy although obstetric history may be suggestive of potential difficultics;

2. Sclected medical conditions confrolled with medical treatment such as: mild; chronic
hypertension, thyroid disease, illicit drug use, urinary tract infection, and non-systemic steroid
dependent reactive airway disease; :

3. Selected ohstetric complications that present afier 32 weeks gestation such as: mild pre- -
eclampsiafpregnancy induced hypertension, placenta previs, abruptio placenta, prematre -
rupture of membranes, or premature labor; - : _ : '

4, Other selected obstetric conditions that do not adversely affect matemal health dr fetal;
well-being, such as: nommal twin - gestation, hyperemesis “gravidarum, suspected fetal -
MAcrosomia, or incompetent cervical os; : :

5. Gestational diabetes; Class A1 (White's criteria),

B. For the following matermal conditions, consultation with a matemnal-fetal medicine subspecialist (specify

MFM source for Reféivdl Hospitsl) with subsequent management end delivery at the appropriste fatility
as determined by mitual collaboration is recornmended: .

1.

Current obstetric hisfory suggestive of potential difficulties such as: intrauterine growth
restriction, prior neonatal death, two or more previous preterm deliveries Jess than 34 weeks, a
single previous preterm delivery less than 30 weeks, birth of a neonate with serious
complications resulting in a handicapping condition, recurrent spontaneaus abortion or fetal

" demnise, farnily history of gepetic disease; |

Active chronic medical problems with known increase in perinatal mortality, such as ‘
cardiovascular discase Class I and Class II, autoimmune disease, reactive airwiay disease -
requiring treatmient with systemic corticosteroids, seizure disorder, controlled hyperthyroidism
on replacement therapy, hypertension controlled on 'a single’ medication, idiopathic
thrombocytopenia  purpura, thromboembolitic discase, malignant disease (especially when
active), renal disease with functional impairment, human imnmmodeficiency viral infection (
consultation may be with maternal-fetal medicine or infectious disease subspecialist);

Selected obstetric complications that present prior to 34 weeks gestation such as:

suspected  intrauterine growth restriction, polybydramunios, ~ oligohydrarmmios,  pre-
eclaripsin/pregnancy-induced * hypertension, congenital viral disease, matemnal  surgical
conditions, suspected fetal abnonmality or anomaly, isoimerunization with antibody titers greater
than 1:8, antiphospholipid syndrome; : .
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4. Abnormalities of the reproductive tract known to be associated with an increase in preterm
delivery, such as uterine anomalies or diethyl-stilbestero] exposure;

5. ~ Insulin dependent diabetes Class A2 and B or greater (White's criteria).

C. For the following maternal conditions, referral to a maternal-fetal medicine subspecialist for evaluation
shall occur, Subsequent patient management and site of delivery shall be determined by mutual
collaboration between the patiént’s physician and the maternal-fetal medicine subspecialist: :

1. Selected chronic medical conditions with a known increase in perinatal mortality such
as: cardiovascular disease with functional impairment (Class I or greater), respiratory filure
tequiring mechanical ventilation, acute coagulopathy, intractable seiziwes, coma, sepsis, solid.
organ trénsplantation, active autoimmune disease requiring corticosteroid treatment, imstable
reactive airway diseese, renal disease requiring dialysis or with a serum creatinine concentration
greater than 1.5 mg%, active hyperthyroidism, hypertension that is unstable or requires more
thai; one medication to control, severe hemoglobinopathy;

2 Selected obstetric complications that present prior to 30 weeks gestation such. as: multiple

' gestation with more than two fetuses, twin gestation complicated by demise, discordance, mal-
developiment of one fetus or by fetal-fetal tmnsfusion, premature labor unresponsive to first-line

tocolysis, premature rupture of membranes, medical and obstetrical complications of pregnancy

possibly requiring induction of labor or non-emergent cesarean section for meternal or fetel

indications such as severe pre-eclampsie;

| 3. Isoimmmization with possible need for intrauterine transfusion,
4, Insulin-dependent diabetes mellitus Classes GD,RF, or H (White's criterie);
s, . Suspected .congenital anomaly or abnormality requiring invasive fetal procedure, neonatal

surgery or postyata] medical intervention to preserve Jife such as: fetal hydrops, pleurel effusion,
ascites, persistent fetal arrhyfhmia, major organ system malformation/malfunction, or genetic
condition. o : :
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IL. Consultation, Referral, Transport Guidelines -Neonatal

Al

The foliow’mg neonatal patients are considered appropriate for Level I with Extended Capabilities
facilities with neopatal intensive care facilities:

1. Low birth weight infants greater than 1250 grams who are otherwise well; '
2. Premature infants 30 weeks or more gestation,
3. Neonates on conventional mechanical ventilation {use of high fréquency ventilation is not

appropriate at a Level [T+ facility);

4, Suspected neonatal sepsis, hiypogiycemia responsive to glucose infusion, and asymptomnatic
neonates of diabetic mothers;

For each of the following neonatal conditions a consultation shall occur between the Levet II
with Extended Capabilities attending physician and the Center peonatologist. It is expected that
the attending neonatologist at the Level II with Extended Capabilities and the attending
neonatologist at the Center facility shall determinc by mutual collaboration the most appropriate
facility to continue patient care. The Level II with Extended Capabilities facility shall develop a
prospective plan for patient care for those infants who remain at the Level II with

Extended Capahilities. The plan shall include criteria thet would trigger subseguent

transfer to a Center facility: : -

1. Premature birth that is less than 30 weeks gestation;

2. Rirth weight less than or equal to 1250 grams;

3. Infants who fail conventional mechanical ventilation and require support of other vcp.ﬁlator)}

“modalities; ‘ : ' '

4, Infants with significant congenital beart disease associated with cyanosis, congesﬁw_r_e_ heart
failure, or impaired peripheral blood flow, o )

5. Infants with major congenital malformations requiring immediate comprehensive evaluation or '
neonatal surgery; - : - o : : :

6.  Infants requiring neonatal surgery with general anesthesia;

7. Infants with sepsis unresponsive to therapy, associated with persistent shock or other organ
system failure; ' ' -

.  Infants with uncontrolled seizures;

9. Infants with stupor, coma, hypoxic isclmﬁlic encephalopathy Stage IT or greater;

10. . Infants requiring double-volume exchange transfusion;

11, . Infants with metabolic derangement persisting afler initial correction therapy;’

12, | Infants i-dentiﬁed a5 having handicapping conditions that fireaten Jife for which - transfer cean

improve outcome.

ATTACHMENT 19C .




TRANSFER AGREEMENT

BETWEEN

SAINT FRANCIS HOSPITAL AND UNIVERSITY OF ILLINOIS AT CHICAGO DEPARTMENT OF
OTOLARYGOLOGY AND HEAD AND NECK SURGERY

This TRANSFER AGREEMENT (“Agreement”) is entered into and is effective as of
January 2, 2006 (“Effective Date”) by and between Saint Francis Hospital, an Illinois not-for-
profit corporation (“Transferring Facility”), and University of Illinois Medical Center,
Chicago, an Illinois not-for-profit corporation (“Receiving Hospital”) (each a “Party” and
collectively the “Parties™).

RECITALS
WHEREAS, Transferring Facility is a general acute care hospital; and

WHEREAS, Transferring Facility receives from time to time Patients (“Patient” or
“Patients”) who are in need of specialized services in the area of facial trauma (“Specialty”) not
available at Transferring Facility, but available at Receiving Hospital; and

WHEREAS, the Parties desire to establish a transfer arrangement in order to assure
continuity of care for Patients and to ensure accessibility of services to Patients.

NOW, THEREFORE, for and in consideration of the terms, conditions, covenants,
agreements and obligations contained herein:

ARTICLE 1
PATIENT TRANSFERS

11  Acceptance of Patients. Upon recommendation of an attending physician and
pursuant to the provisions of this Agreement, Receiving Hospital agrees to admit a Patient as
promptly as possible, provided customary admission requirements, State and Federal laws and
regulations are met, and Receiving Hospital has the capacity to treat the Patient. Notice of the
transfer shall be given by Transferring Facility as far in advance as possible. After receiving a
transfer request, Receiving Hospital shall give prompt confirmation of whether it can provide
health care appropriate to the Patient's medical needs. Receiving Hospital agrees to exercise its
reasonable best efforts to provide for prompt admission of transferred Patients and, to the extent
reasonably possible under the circumstances, to give preference to Patients requiring transfer

from Transferring Facility.

1.2 Appropriate Transfer. The Transferring Facility shall assure that all Patient
transfers are carmied out in accordance with all applicable laws and regulations. It shall be
Transferring Facility’s responsibility, at no cost to Receiving Hospital, to arrange for appropriate
care and safe transportation of the Patient during such transport. )

al-
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(a) Prior to any Patient transfer to the Receiving Hospital, the Transferring
Facility shall provide sufficient information as far in advance as possible, and in any event prior
to the Patient leaving the Transferring Facility for transport, to allow the Receiving Hospital to
determine whether it can provide the necessary Patient care and whether the anticipated transport
time to Receiving Hospital is reasonable considering the Patient’s medical needs, medical
condition and proximity of other hospitals to Transferring Facility and the services offered by
such alternative facilities.

(b) The Patient’s medical record shall contain a physician’s order to transfer the
Patient, and the attending physician recommending the transfer shall communicate directly with
Receiving Hospital’s Patient admissions, or, in the case of an emergency services patient who
has been screened and stabilized for transfer, with the Receiving Hospital’s Emergency

Department.

(¢) In addition to a Patient’s medical records and the Physician’s order to
transfer, Transferring Facility shall provide Receiving Hospital with all information regarding a
Patient’s medications, and clear direction as to who may make medical decisions on behalf of the
Patient, with copies of any power of attorney for medical decision making or, in the absence of
such document, a list of next of kin, if feasible, to assist the Receiving Hospital in determining
appropriate medical decision makers in the event a Patient is or becomes unable to do so on his

or her own behalf.

1.3  Transfer Log. The Transferring Facility shall keep an accurate and current log of
all Patients transferred to the Receiving Hospital and the disposition of such Patient transfers.

1.4 Admission to_the Receiving Hospital from Transferring Facility. When a

Patient's need for admission to a center specialized in the Specialty is determined by his/her
attending physician, Receiving Hospital shall admit the Patient in accordance with the provisions

of this Agrecment as follows:

(@)  Patients determined to be emergent by the attending physician shall be
admitted, subject to bed, space, qualified personnel and equipment availability, provided that all
usual conditions of admission to Receiving Hospital are met.

(o)  All other Patients shall be admitted according to the established routine of
Receiving Hospital.

1.5  Standard of Performance. Each Party shall, in performing its obligations under
this Agreement, provide Patient care services in accordance with the same standards as services
provided under similar circumstances to all other Patients of such Party, and as required by
federal and state laws and Medicare/Medicaid certification standards. Each Party shall maintain
all legally required certifications and licenses from all applicable governmental and accrediting
bodies, and shall maintain full eligibility for participation in Medicare and Medicaid.

1.6  Billing and Collections. Each Party shall be entitled to bill Patients, payors,
managed care plans and any other third party responsible for paying a Patient's bill, for services
rendered to Patients by such Party and its employees, agents and representatives, and neither

- -
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Party will have any liability to the other Party for such charges.” Each Party shall be solely
responsible for all matters pertaining to its billing and collection of such charges. The Parties
shall reasonably cooperate with each other in the preparation and completion of all necessary
forms and documentation and the determination of insurance coverage and managed care
requirements for each transferred Patient. Each Party shall bave the sole final responsibility for
all forms, documentation, and insurance verification. :

1.7  Personal Effects. Personal effects of any transferred Patient shall be delivered to
the transfer team or admissions department of the Receiving Hospital. Personal effects mclude
money, jewelry, personal papers and articles for personal hygiene.

1.8 Unstable Patients: Each Party understands and agrees that periodically patients
may present that are in need of specialized services in the area of facial trauma not available at
Transferring Facility and that, due to the extent of their injuries, cannot be stabilized for
immediate transfer to the receiving hospital. Furthermore these patients may require an
evaluation by a Fellow in the training program for facial trauma at the University of Tllinois
Medica} Center to determine the surgical course of action. In such instance University of Illinois
Medical Center agrees that, after phone consultation between the Saint Francis Hospital Trauma
Surgeon and the Fellow on call for the University of Illinois Medical Center in Facial Trauma,
that said Fellow may need to conduct such an evaluation, within a reasonable time period for
patient safety, on-site at Saint Francis Hospital. After such evaluation and in conjunction with the
Attending Trauma Surgeon at Saint Francis Hospital, it is determined that in the best interest of
patient care that Facial Trauma surgery must be performed at Saint Francis Hospital, an
attending physician at certified in the specialized area of facial trauma at the University of
Tlinois Medical Center will provide the required surgical services at Saint Francis Hospital.
University of Illinois physicians will be granted temporary privileges by Saint Francis Hospital
and may bill according to the provision of Section 1.6 of this agreement. A Fellow in the
training program for facial trauma may assist the attending physician and will also be granted
temporary privileges by the Hospital but shall be supervised by an attending physician. Both
Fellow and Attending will be responsible for the completion of their portion of the patients

Medical Record

1.9 Compensation: In exchange for the services provided by Receiving Hospital and
the physicians in the Specialty, Saint Francis Hospital agrees to pay forty-eight thousand
($48,000) dollars to the University of Hlinois Hospitals annually. This payment will be made in
twelve (12) equal monthly installments upon receipt of an invoice from the University of Illinois

Hospitals.

ARTICLE 2
MEDICAL RECORDS

Subject to applicable confidentiality requirements, the Parties shall exchange all
information which may be necessary or useful in the care and treatment of the transferred Patient
or which may be relevant in détermining whether such Patient can be adequately cared for by the
other Party. All such information shall be provided by the Transferring Facility in advance,
where possible, and in any event, no later than at the time of the transfer. The Transferring
Facility shail send a copy of all Patient medical records that are avatlable at the time of transfer

_3.—
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to the Receiving Hospital. Other records shall be sent as soon as practicable after the transfer.
The Patient's medical record shall contain evidence that the Patient was transferred promptly,
safely and in accordance with all applicable laws and regulations. Each Party shall and shall
cause its employees and agents to protect the confidentiality of ali Patient information (mcluding,
but not limited to, medical records, electronic data, radiology films, laboratory blocks, slides and
billing information), and comply with all applicable state and federal laws and regulations
protecting the confidentiality of Patients' records, including the Health Insurance Portability and
Accountability Act of 1996 and the corresponding Standards for Privacy of Individually
Identifiable Health Information regulations, each as amended from time to time {(collectively,

“HIPAA”)

ARTICLE 3
TERM AND TERMINATION

3.1 Term. This initial term of this Agreement shall begin on the Effective Date and
continue for a period of one (1) year. Thereafter, this agreement shall automatically renew
for successive one (1) year terms unless terminated pursuant to this Section. The initial term
and all renewal terms shall collectively be the “Term” of this Agreement.

3.2  Termination. This Agreement may be terminated as follows:

(2) Termination Without Cause.  Either Party may terminatc this
Agreement, at any time without -cause, upon sixty (60) days prior written notice to the other

Party.

(b) Termination for Cause. A Party shall have the right to immediately
terminate this Agreement for cause upon the happening of any of the following:

(1) If such Party determines that the continuation of this Agreement
would endanger Patient care.

(i) Violation by the other Party of any material provision of this
Agreement, which violation continues for a period of fifteen (15) days after receipt of written
notice by the other Party specifying the violation.

(i) A general assignment by the other Party for the bemefit of
creditors; the institution by or against the other Party, as debtor, of proceedings of any nature
under any law of the United States or any state, whether now existing or currently enacted or
amended, for the relief of debtors, provided that in the event such proceedings instituted against
the other Party remain unstayed or undismissed for thirty (30) days; the liquidation of the other
Party for any reason; or the appointment of a receiver to take charge of the other Party's affairs,
provided such appointment remains undischarged for thirty (30) days. Such termination of the
provisions of this Agreement shall not affect obligations which accrued prior to the effective date

of such termination.
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(iv)  Exclusion of the other Party from participation in thc Medicare or
Medicaid programs or conviction of the other Party of a felony related to the provision of health
carc services.

(v) . Except with respect to a change from one accrediting organization
to another, the other Party's loss or suspension of any certification, license, accreditation
(including Healthcare Facilities Accreditation Program (“HFAP”) or other applicable
accreditation), or other approval necessary to render Patient care services.

(vi)  Inthe event of insufficient coverage as defined in Section 5 herein,
or lapse of coverage. '

ARTICLE 4
NON-EXCLUSIVE RELATIONSHIP

This Agreement shall be non-exclusive. Either Party shall be free to enter into any other
similar arrangement at any time and nothing in this Agreement shall be construed as limiting the
right of either Party to affiliate or contract with any other hospital, nursing home, home health
agency, school or other entity on either a limited or general basis while this Agreement is in
effect. Neither Party shall use the other Party's name or marks in any promotional or advertising
material without first obtaining the written consent of the other Party.

In cntering into this Agreement, neither Party is acting to endorse or promote the services
of the other Party. Rather, the Parties intend to coordinate timely and appropriate transfer for

hospital inpatient services.

ARTICLE 5
CERTIFICATION AND INSURANCE

51 Licenses, Permits, and Certification. Each Party represents to the other that it
and all of its employees, agents and representatives possess and shall maintain in valid and
current status during the term of this Agreement all required licenses, permits and certifications

enabling such Party to provide the services set forth in this Agreement.

5.2 Insuramce. Bach Party shall, at its own cost and expense, obtain and maintain in
force during the term of this Agreement appropriate levels of general and professional liability
insurance coverage, in accordance with good business practice for similarly situated healtli care
providers. Such insurance shall be provided by insurance company(ies) acceptable to the other
Party and licensed to conduct business in the State of Tllinois, or by an appropriately designed
and operated self-insurance program. Verification of insurance coverage shall be in the
possession of each Party at all times while this Agreement is in effect and shall be promptly
provided to the other Party upon request. Each Party shall notify the other Party at least thirty
(30) days prior to termination, lapse or loss of adequate insurance coverage as provided herein.
In the event the form of insurance held by a Party is claims made, such Party warrants and
represents that it will purchase appropriate tail coverage for claims, demands, or actions reported
in future years for acts of omissions during the Term of this Agresment. In the event of
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insufficient coverage as defined in this Section, or lapse of coverage, the non-breaching Party
reserves the right to immediately and unilaterally terminate this Agreement.

5.3  Notification of Claims. Each Party shall notify the other in wrniting, by certified
mail, of any action or suit filed and shall give prompt notice of any claim made against either by
any person or entity that may result in litigation related in any way to this Agreement.

ARTICLE 6
INDEMNIFICATION

Bach Party shall indemnify and hold harmless the other Party, togcther with its officers,
directors, agents, employees, affiliates, successors and assigns, from and against any and all
manner of claims, demands, causes of action, liabilities, damages, costs, and expenses (including
costs and reasonable attorney's fees) arising from or incident to the performance of such
indemnifying Party's duties hereunder.

ARTICLE 7
COMPLIANCE WITH LAWS

At all times, both Parties shall comply with all federal, state and local laws, rules and
regulations now in effect or later adopted relating to the services to be provided hereunder and
that may be applicable to the Parties including, but not limited to, laws, rules and regulations
regarding confidentiality, diselosure and retention of Patient records, such as the regulations
promulgated under HIPAA. A Party shall promptly notify the other Party if it receives notice of
any actual or alleged infraction, violation, default or breach of the same. Each of Transferring
Facility and Receiving Hospital represents and warrants that neither it, nor any employee,
officer, director or agent thereof is an "excluded person" under the Medicare rules and

regulations.

As of the date hereof and throughout the term of this Agreement: (a) Transferring Facility
represents, warrants and covenants to Receiving Hospital that Transferring Facility is licensed to
operate a general acute care hospital in Illinois and is a participating facility in Medicare and
Medicaid; and (b) Receiving Hospital represents, warrants and covenants to Transferring Facility
that Receiving Hospital is licensed to operate a general acute hospital and ancillary facilities
specializing in the Specialty and to participate in Medicare and Medicaid.

ARTICLE 8
MISCELLANEOUS

8.1 No Referrals Requirement. Neither Party is under any obligation to refer or
transfer Patients to the other Party and neither Party will receive any payment for any Patient
referred or transferred to the other Party. A Party may refer or transfer Patients to any facility
based on the professional judgment of the treating physician and the individual needs and wishes

of the Patients.
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8.2  Relationship of the Parties. The Parties expressly acknowledge that in
performing their respective obligations under this Agreement, each is acting as an independent
contractor with respect to the other. Facility and Hospital are not and shall not be considered
joint venturcrs, partners or agents of the other.

8.3  Notices. All notices that may be given under this Agreement shall be in writing,
addressed to the receiving Party’s address set forth below or to such other address as the
receiving Party may designate by notice hercunder, and shall be delivered by hand or by
traceable coutier service (such as Federal Express) or sent by certified or registered mail, return
receipt requested: '

To Transferring Facility: Saint Francis Hospital
355 Ridge Avenue
Evanston Illinois 60202
Attention: Jeffrey J. Murphy
Executive Vice President/CEQ

Facsimile Number:847-316-4500

To Receiving Hospital: Department of Otolaryngology
University of Illinois at Chicago Hospital
1855 W. Taylor Street 60612
Attention: J. Regan Thomas M.D.
Department Chairman

Facsimile Number: 312-996-1282

All notices shall be deemed to have been given, if by hand or traceable courier service, at the
time of the delivery to the receiving Party at the address set forth above or to such other address as
the receiving Party may designate by notice hereunder, or if sent by certified or registered mail, on
the 2™ business day after such mailing.

8.4  Assignment. Neither Party may assign its rights or delegate its obligations under
this Agreement without the prior written consent of the other, except that either Party may assign
all or part of its rights and delegate all or part of its obligations under this Agreement to any
entity controlled by or under common control with such Party, or a successor in interest to

substantially all of the assets of such Party.

8.5 Entire Agreement; Amendments. This Agreement contains the entire
agreement of the Parties with respect to the subject matter hereof and may not be amended or

modified except in a writing signed by both Parties. All continuing covenants, duties, and
obligations contained herein shall survive the expiratton or termination of this Agreement.

8.6 Governing Law. This Agreement shall be governed by and construed according
to the laws of the State of Hlinois without regard to the conflict of laws provisions thereunder.
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8.7 Headings. The headings of sections contained in this Agreement are for
reference purposes only and will not affect in any way the meaning or interpretation of this
Agreement. :

8.8 Non-Discrimination. Neither Party shall discriminate against any individuals on
the basis of race, color, sex, age, religion, national origin, or disability in providing services
under this Agreement.

8.9  Severability. If any provision of this Agreement, or the application thereof to
any person or circumstance, shall be held to be invalid, illegal or unenforceable in any respect by
any court of competent jurisdiction, the remainder of this Agreement, or the application of such
affected provision to persons or circumstances other than those to which it is held invalid or

unenforceable, shall be unaffected.

8.10 Successors and Assigns. This Agreement shall be binding upon, and shall inure
to the benefit of the Parties hereto, their respective successors and permitted assigns.

8.11 Waiver. No covenant or condition of this Agreement can be waived, except to
the extent set forth in writing by the waving Party.

8.12 Counterparts. This Agreement may be executed in two (2) counterparts, each of
which shall be deemed an original, but all of which, when taken together, shall constitute one

and the same A greement.

IN WITNESS WHEREOF, the Parties have executed this Agreement through their respective
authorized officers, effective as of the day and year first written above.

RECEIVING HOSPITAL

Signature:

Printed Name:

Title:

8-
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the standards sct forth in the RHC Financial Arrangements with
Physicians Policy?
[IYes [INo

If yes, does this physician contract contain language that the physician
agrees to uphold the Ethical and Religious Directives for Catholic Health
Care Services, as promulgated from time to time by the Archbishop of
Chicago?

Odyes CONe [ON/A

If yes, does the contract contain language regarding and a copy of the
“RHC Compliance Program™?
OvYes CINe ONA

Does this contract require a copy of the “Vendor Information on Qur
Compliance Program™ to be altached?
OYes KNo [JNA

If yes, does the contract contain language regarding and a copy of the
“Vendor [nformation on Our Compliance Program™?

OYes ONo ONA

CIN/A

ATTACHMENT 19C




Audited Financial Statements as evidence of the availability of funds are
provided in the Certificate of Need application addressing the
change of ownership of Resurrection Medical Center

ATTACHMENT 3%




Sandma Bruce, FACHE

‘Health Care’ President ér Chief Exerutioe Officer

March 22, 2011

Ilinois Health Facilities
and Services Review Board
Springfield, Illinois

RE: FUNDING OF PROJECT

To Wi Tt May Comeny

| ey aifest that ot of the read eosts sssonialed with the changes of owsgtidp of flis
Emilities divectly or indirectly ewned andfor sonfrolied by Resurrection Bl Carg
Eorporation wilt i Ruvdad i1 tor] Wwith cash or egmivalents.

CO-SPONSORS ' _ o
Sisters of the Holy Family of Nizareth &. Sisters of the Resuprection ATTACHEMENT 42A




19065 Hickary Creek Orive, Suite 300
Mokena, IL 60448

708 478-6300 Tel

708 478-5950 Fax

'}
#)N\ PROVENA
Health

March 22, 2011

Illinois Health Facilities
and Services Review Board
Springfield, Illinois

RE: FUNDING OF PROJECT
To Whom It May Concern:
I hereby attest that all of the real costs associated with the changes of ownership of the

facilities directly or indirectly owned and/or controlled by either Resurrection Health
Care Corporation or Provena Health will be funded in total with cash or equivalents.

Sincerely,
o

Guy Wiebking
President and CEQ

Notarized:

OFFICIAL SEAL .
YVETTE 8 PORTER
NOTARY PUBLIC - STATE OF ILLINDIS .
MY COMMISSION EXPIRES00T/t4

ATTACHMENT 42A




r—————t,,

OPERATING and CAPITAL COSTS
per ADJUSTED PATIENT DAY

Saint Francis Hospital
2012 Projection

ADJUSTED PATIENT DAYS:

3 58,449,040
$ 2,870 20,711
OPERATING COSTS
salaries & benefits $ 65240,210
supplies $ 22544406
TOTAL $ 87,784616
[Operating cost/adjusted patient day: $ 423865 |
CAPITAL COSTS
depreciation $ 10,313,973
interest 3 3.584940
TOTAL $ 13,908,913
[Capital cost/adjusted patient day: ] 671.59 |

ATTACHMENTS 42D 42E




Project Overview

Resurrection Health Care Corporation (“Resurrection”) and Provena Health (“Provena”)
propose a merging of the two systems that will better position the combined system’s
hospitals, long-term care facilities, outpatient centers and other programs and facilities to
continue to serve the patients and communities that have traditionally looked to those
facilities and programs for care. As explained below and throughout the application, this
system merger is intended to preserve access to Catholic health care; improve financial
viability; improve patient, employee, and medical staff satisfaction through a shared
culture and integrated leadership; and position the combined system for innovation and
adaptation under health care reform.

This Project Overview supplements the Narrative Description provided in Section 1.3. of
the individual Certificate of Need applications filed to address the change of ownership
of each of the thirteen (13) hospitals, one (1) ambulatory surgical treatment center
(ASTC) and one (1) end stage renal dialysis (ESRD) facility currently owned or
controlled by either Provena or Resurrection; and highlights the overall features of the
proposed system merger.

Provena’s hospitals are located primarily in the communities to the west of Chicago and
in central Tllinois, and Resurrection’s hospitals are located in Chicago and communities
to the north of Chicago. None of either system’s hospital service areas overlap with those
of any hospitals in the other system. Therefore, the proposed merger will not result in
duplicative clinical services in any geographic area.

The proposed transaction would affect thirteen (13) hospitals, twenty-eight (28) long-
term care facilities, one (1) ASTC, one (1) ESRD facility, an expanding health science
university, six (6) home health agencies, and approximately fifty-eight (58) other
freestanding outpatient sites. Resurrection is the sole member of seven (7) of the
hospitals and Provena is the sole member of six (6) of the hospitals. The ASTC is a joint
venture in which Resurrection has “control” pursuant to the IHFSRB definition, and the
ESRD is a joint venture in which Provena has such “control”.

About Provena Health

Provena Health is a health care system that was established in 1997 through the merging
of the health care services of the Franciscan Sisters of the Sacred Heart, the Sisters of
Mercy of the Americas—Chicago Regional Community (now West Midwest
Community), and the Servants of the Holy Heart of Mary. These three congregations of
religious women are now the sponsors of Provena Health. The primary reason for the
formation of Provena Health was to strengthen the Catholic health ministry in Illinois,
which at the time of formation was a major goal of the late Joseph Cardinal Bernardin,
Archbishop of Chicago.

Today, Provena Health operates six acute care hospitals, twelve long-term care facilities,
four senior residential facilities and a variety of freestanding outpatient facilities and
programs.




About The Resurrection Health Care System

The Resurrection Health Care System grew from a single hospital, now known as
Resurrection Medical Center, established by the Sisters of the Resurrection in northwest
Chicago in the early 1950s. A second hospital, Our Lady of the Resurrection, was added
in 1988. During the period from late 1997 through 2001, six more hospitals joined the
Resurrection system. During the same period, eight Chicago area licensed long-term care
facilities, three retirement communities, a home care agency, an ambulatory surgery
center, and numerous freestanding outpatient facilities became part of Resurrection
Health Care System. The Resurrection system is co-sponsored by two congregations of
Catholic religious women, the Sisters of the Resurrection and the Sisters of the Holy
Family of Nazareth.

In 2010, following a thorough discernment process, and in response to an immediate need
to address financial concerns, Resurrection Health Care Corporation divested itself of two
hospitals; Westlake Hospital and West Suburban Medical Center (IHFSRB Permits 10-
013 and 10-014) to ensure that the two hospitals would be able to continue to serve their
communities.

Decision to Merge and Goals of the Merger

In late 2010, Provena and Resurrection leadership began discussions to explore the
potential benefits of a system merger. In addition to their clear mission compatibility, the
two systems share many similar priorities related to clinical integration, administrative
efficiencies and strategic vision. While their respective facilities are geographically
proximate, their markets do not overlap, providing opportunities to strengthen all
facilities through operational efficiencies and enhanced clinical collaborations.

This system merger decision was made in the larger context of a rapidly changing health
care delivery environment. Across the nation, hospitals and other health care providers
are addressing health care reform through various forms of integration and consolidation.
These actions are thought necessary to achieve improved quality of care, efficiency of
service delivery, and patient, medical staff, and employee satisfaction—all critical
components of future success.

For Catholic-sponsored health care providers, including Resurrection and Provena, these
adaptations to health care reform must be consistent with the mission and values inherent
in the religious sponsorship of health care providers. This particular merger would afford
Provena and Resurrection the opportunity to achieve essential systemic enhancements in
a mission-compatible manner.

The Provena and Resurrection systems have, since 2008, been equal partners in Alverno
Clinical Laboratories, LLC, which provides clinical pathology services to each of
Resurrection’s and Provena’s thirteen hospitals, as well as a variety of other facilities.




Structure of the Transaction and Commitments

Through the proposed transaction, the Resurrection and Provena systems will merge
through a common, not-for-profit, charitable “super parent” corporation that will become
the parent entity of Resurrection Health Care Corporation (the current Resurrection
system parent) and Provena Health (the current Provena system parent). Both of the
current parent entities will continue to exist and operate, and will continue to serve as the
direct parents of their respective subsidiary entities. It is the applicants’ expectation that,
for a minimum of two years, no Resurrection or Provena hospital or hospitals will be
eliminated or restructured in the course of the system merger, and no health care facilities
will require new or modified health facilities licenses as a result of the system merger. A
chart depicting this proposed merged structure is attached as Exhibit A. The executed
System Merger Agreement submitted with this application, provides detail regarding the
means by which the super parent will exercise unified corporate oversight for the
combined system.

A co-applicant in each Certificate of Need application is Cana Lakes Health Care, which
is an existing Illinois not-for-profit corporation. The Cana Lakes corporation will be
reconstituted to serve as the super parent entity, through amendment of its corporate
documents to reflect unified governance and corporate oversight. The Bylaws of the
Super Parent will detail the composition of the Board of Directors; reserve powers of the
five (5) religious sponsors; and other governance matters typically addressed in such
documents. These Bylaws will be substantially in the form of an exhibit to the System
Merger Agreement.

The licensees of the individual hospitals, long-term care facilities and the ASTC will not
change. All of Resurrection’s clinical programs and all of Provena’s clinical programs
will be included in the new structure.

The health care facilities and services will continue to operate as Catholic facilities,
consistent with the care principles of the Ethical and Religious Directives for Catholic
Health Care Services. It is the expectation of the applicants that all major clinical
programs will be maintained for a minimum of two years, and each hospital will operate
with non-discrimination and charity care policies that are no more restrictive than those
currently in place.

The proposed transaction, while meeting the IHFSRB’s definition of a “change of
ownership” as the result of a new “super parent” entity, is a system merger through a
straight forward corporate reorganization, without any payment to Resurrection by
Provena, or to Provena by Resurrection. The only true costs associated with the
transaction are those costs associated with the transaction itself. The merger is being
entered into following thorough due diligence processes completed by both Provena and
Resurrection, as well as independent analyses commissioned by Resurrection and by
Provena.
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ARCHDIOCESE OF CHICAGO

OFFICE OF THE ARCHBISHOP March 17, 2011

Ms. Courtney Avery

Administrator

Illinois Health Facilities and Services Review Board
525 West Jefferson |
Springfield, lllinois 62761

Dear Ms. Avery,

Resurrection Health Care Corporation and Provena Health have proposed a merging of
the two systems that will better position the combined system’s hospitals, long-term care
facilities, outpatient centers and other programs and facilities to continue te serve the patients
and communities that have traditionally looked to them for care. This system merger is intended
to improve the financial viability of both cntities as well as enhance patient, employee and
medical staff satisfaction. Through a shared culture and integrated leadership, this merger would
also position the combined system for innovation and adaptation under health care reform.

The proposed merger will position Resurrection and Provena to strengthen and improve
access to Catholic health care in [llinois. This has long been an area of great interest and concern
for me, and I am grateful for the willingness of two of our state’s premier Catholic providers to
collaborate in order to meet the current challenges in health care. As they do now, the combined
systems will operate without any restrictive admissions policies related to race, ethnic
background, religion, payment source, or any other factor. The new system will continue to
admit Medicare and Medicaid recipients and to care for those patients in need of charity care.

This proposed merger has my full support and I can assure you that both Resurrection
Health Care and Provena Health are working together collegially and in the best interests of their
communities to strengthen and improve access to high quality, h1gh.|y accountable Catholic
health care in the State of Iilinois.

Sincerely yours,

Francis Cardinal George, O.M.L
Archbishop of Chicago

Archbishop Quigley Center * 335 North Rush Street * Chicago, IL 60611-2030 * 312-534-8230 * Fax: 312-534-6379
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March 28, 2011

Ms. Courtney Avery, Administrator

Illinois Health Facilities and
Services Review Board

525 West Jefferson Street, 2™ Floor

Springfield, IL 62761

RE: Merger of Provena Health and Resurrection Health Care Corporation

Dear Ms. Avery:

We represent the five communities of women religious who seek the approval of the
Illinois Health Facilities and Services Review Board to form a new Catholic health
system to serve the citizens of Illinois through a merger of Provena Health and
Resurrection Health Care Corporation.

As individual health systems, Provena Health and Resurrection Health Care have long
provided compassionate healing to those in need. In keeping with the true spirit of the
Sisters who came before us, ours have been ministries deeply focused on quality care for
all, regardless of one’s ability to pay.

Now, as we anticipate Health Reform and the sweeping changes that will transform the
delivery of care as we have come to know it, we are keenly aware that the key to
sustaining and growing our person-centered Mission lies in the strength of enduring
partnerships we forge today.

By coming together, our two health systems would create the single largest Catholic
healthcare network in the State, spanning 12 hospitals, 28 long-term care and senior
residential facilities, more than 50 primary and specialty care clinics and six home health
agencies, all serving adjacent, non-conflicting markets. A combined Provena Health and
Resurrection Health Care would also represent one of the State’s largest health systems,
with locations throughout Chicago, the suburbs of Des Plaines, Evanston, Aurora, Elgin,
Joliet and Kankakee, and Rockford, Urbana, Danville, and Avilla, Indiana, providing
services for patients and residents across the continuum through nearly 100 sites of care.




Rooted in the tradition of Catholic healthcare, the new system would be distinguished by
an ability to deliver quality care across the continuum from a broad and complementary
base of leading edge locations and physician networks. From a foundation steeped in a
shared heritage and set of values, the new system would give rise to an enormous
potential to truly improve the wellbeing of generations of Hlinoisans to come.

With a dedicated and talented combined team of nearly 5,000 physicians, supported by
over 22,000 employees, the new system will play an important role in the economic
vitality of the communities in which we serve. Above all, our partnership will remain
true to the hallmarks of our Catholic identity: promoting and protecting the dignity of
every individual from conception to death, caring for the poor and vulnerable and
properly stewarding our precious people and financial resources.

A combined Provena Health and Resurrection Health Care will strengthen and expand
access to an exceptional tradition of quality care and service millions of Tllinois residents
have come to know and depend upon for more than a century. On behalf of the women
religious whose communities are sponsoring the proposal before you, we request your
approval.

Gratefully,

Sister Mary Elizabeth Imler, OSF Sister Patricia Ann Koschalke, CSFN

Chairperson Chairperson
Provena Health Member Body Resurrection Health Care Sponsorship Board




